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Mr. GREIG SMITH: To-day it may truly be said that 
the abdominal cavity has passed from the hands of the 
pioneer into the grasp of the cultivator. The abdominal 
surgeon is no longer the mere explorer; he has many 
fruitful fields in full produce. But here and there, in the 
midst of this fertile tract, are patches of barren moor- 
land ; and, now that the bustle of discovery has slackened 
and he knows the ways of working, he sets himself to 
break up and cultivate these grounds also. His enterprise 
is one of the most hopeful. The surgery of the abdomen, 
from being the most unpromising field in our whole 
domain, we have seen become, in many respects, the most 
promising and successful; in many respects, but not in 
all. And most backward of all is the subject we are here 
2 


MR. GREIG SMITH 


to discuss this evening—that of Intestinal Obstruction. 
May we hope that for this also an improvement is near, 
and that our talk may do something to bring this 
improvement nearer ? 

I speak as if our advance in the treatment of this dire 
malady is to come from the surgeon; and herein, I am 
sure, all will agree with me. Physicians look to us to 
carry out this improvement; but we, on the other hand, 
look to physicians to guide and help us. When we have 
shown ourselves competent, promptly and with success, 
to deal with the condition, we may be sure that our 
friends will not be slow to give us the opportunity ; on 
the other hand, we look to them to make this opportunity 
as favourable as they can by an accurate diagnosis, a 
judicious treatment, and a call to help that is not too 
late. 

At the beginning of a discussion it is necessary to be 
accurate as to the terms we use. The name “ Intestinal 
Obstruction” has already become (and this in itself is a 
hopeful sign of advance) too vague for us. It includes a 
range of diseases too wide, both as to pathology and as 
to treatment, for handy use. Not only does it include 
volvulus, intussusception, and that large class of strangu- 
lation by bands and through apertures—all herniz, in 
fact; but it also takes cognizance of all blocks in the 
intestine from whatever cause arising, mechanical or 
vital, from outside or inside ; and it includes even those 
local inflammations of the bowels, or their neighbours, 
which may by inflammatory paralysis or otherwise abro- 
gate the contractile power of the intestines. Again, we 
speak of acute, sub-acute, and chronic obstruction ; but 
this helps us but little. The symptom may be acute, 
while the cause may be chronic, and sub-acute symptoms 
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may arise from a cause that is recent and acute. Or, 
thirdly, we may (like Mr. Bryant) notably circumscribe 
our meaning by the use of the term “‘ Intestinal Strangu- 
lation ;” and herein we derive a palpable advantage. If 
we can diagnose intestinal strangulation, we are certain 
that if the patient is to live it must be by operation. But 
there are other cases where strangulation of the bowel is 
not a necessary pathological result, and where death will 
certainly ensue if we do not operate. What are we to do 
here? It is on such points that your opinion is asked. 

In deciding on a plan of treatment in any given case 
we are met with two considerations which are almost 
dilemmas. 

First. Some cases of intestinal obstruction, acute as 
well as chronic, will right themselves without operation, 
and here delay is not harmful. 

Second. Other cases will die without operation, and 
every hour spent in waiting diminishes the chances of 
operative success. Here delay is dangerous. 

Now these are not equivalent propositions at the ends 
of a graduated scale, and it is impossible to strike a mean 
between them. To operate on all, or to leave all alone 
without operation, would be logically just as correct, and, 
practically, perhaps just as successful as to operate on a 
selected few that have been already tried with drugs. 
And this last is essentially all that the surgeon at present 
is asked to do, to try and remedy by operation what 
drugs have failed to do. Is this proceeding the one most 
likely to save the greatest number of patients? On the 
answer to this question must mainly depend the success 
of our treatment of these cases. 

In our endeavours to get at an answer it will be well 


to limit the grounds of our enquiry. We may in the first 
Q* 
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place set aside those cases where an accurate diagnosis is 
possible. Such are stricture of the rectum, simple or 
malignant ; the evident existence of growths or foreign 
bodies outside or inside the bowels. For these, rules of 
treatment are trustworthy and definite enough. Then we 
have a class of cases where a probably accurate diagnosis is 
possible. Such are chronic cases where there is a history 
pointing to some gradually narrowing stricture from 
growth or inflammation, or some other form of obstruction 
which is clearly cumulative. And, lastly, some cases of 
intussusception seen early can be diagnosed with some- 
thing like certainty, and a good many more with a degree 
of high probability. All such cases we may put on one 
side. 


Now, it happens that, in those cases where diagnosis 
is most trustworthy, medicinal treatment is most likely to 


be successful, and delay is least likely to be fatal. I was 
prepared, with diminished confidence, to make the same 
remarks of intussusception until I had read Mr. Treves’ 
masterly summary in the British Medical Fournal the other 
day, but now I cannot say so. And yet, calling to mind 
cases related to me by friends in practice, men who think 
and work a great deal, but publish nothing at all, I confess 
that I should be strongly disposed, in a marked case of 
intussusception seen early, to give a trial to distension 
by fluid. If this failed, I should operate at once; I 
should certainly not wait for the remote chance of ex- 
foliation. 

These are cases seen early, and diagnosed satisfac- 
torily. There is another and important class of cases 
where accurate diagnosis is impossible, simply because 
the case has not been seen early enough and the abdomen 
is distended with gas. With the exception of stricture 
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of the rectum, this class might contain examples of any 
of the others. What are we to do here? Reasoning the 
point out on paper, one would say operate. And yet 
within the last month I have three times deliberately 
advised departure from this conclusion. In one case 
(seen with Mr. Davies and Mr. Thomas, of Newport) age 
and probability of malignancy discountenanced operation ; 
in another (with Mr. Hawkins, of this town), the same 
causes operated, with great stoutness as well; in a third 
(with Mr. Herapath, also of this town), the passage of 
flatus, and the history of a previous though slighter attack, 
made me, although the symptoms were very acute, hold 
my hand from day to day. The last patient recovered 
under belladonna ;* the second died; and the first, when 
last heard of, was improving. In all these cases the gen- 
tlemen in charge had the same difficulties as I had. 

With bowels less distended, these and other such 
cases might have been diagnosed with a high degree of 
probability; and all that can be said of them is, that 
each must be decided on its merits. 

The most troublesome and the most dangerous class 
of all is where no diagnosis is possible beyond that of 
acute intestinal obstruction. A patient ordinarily in good 
health is suddenly seized with the well-known symptoms 
of the complaint, and we can diagnose no local cause. 
The cause may be of long standing; it may have been an 
affair of minutes. It may be a condition which medicine 
will alleviate, or even cure; or it may be one in which 
medicine is powerless. What are we to do? 

Here we cannot have certainty; but we have pro- 
bability, and on this probability we must act as if it were 


* Since this was written this patient had a recurrence of the symp- 
toms, and was successfully operated upon. A band from mesentery to 
bowel causing flexure by traction, was found to be the cause. 
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certainty. By far the greatest number of cases of acute 
obstruction with chronic causes have had previous symp- 
toms of constipation or flatulence, or such; and by far 
the most numerous examples of acute obstruction are 
from recent causes: volvulus, or intussusception, or 
strangulation by bands. In all such cases we must, 
therefore, operate. In most obstruction is a sure fore- 
runner of strangulation and death; in the others, done 
early, an operation may do no harm, and might be so 
managed as to do much good. 

Recovery from any of these conditions is very rare, 
and an operation which promises any degree of success 
would command universal favour. Speaking for myself 
only, and looking back to cases and post-mortem exami- 
nations, my experience is little more than one long regret 
either that I had operated too late, or that I had not been 
permitted to operate at all. I can recall a case of death 
where the first incision through the abdominal wall showed 
a double strangulation by a Fallopian tube over an extra- 
uterine pregnancy ; several cases of peritoneal bands, not 
so near the surface, but still easily discoverable; one of 
volvulus of the czecum, and several cases of intussuscep- 
tion; all of which were permitted to die, while the re- 
movable cause was lying ready to our hands. 

Was it necessary that all these cases should have been 
lost? Were the resources of our art too meagre to cope 
with them? Certainly they were not, and it was our 
own courage, diminished perhaps by our ignorance, that 
failed. Admit that we may save them, and I am sure we 
will show in time that we can. 

Now, as to treatment—and first by medicines. We 
know we have got an obstruction to the passage of the 
intestinal contents, with its disastrous results treading 
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close on its heels; and we know we may have a strangu- 
‘ lation of the bowel as well. 

If we are certain we have only obstruction, we may 
purge. But how often are we certain of this? The 
slightest doubt at the beginning positively forbids purging, 
and later on, when congestion appears, to be speedily 
followed by inflammation of the bowel, with ulceration 
perhaps, and impending perforation, purging is simply 
fatal. Purging, therefore, is a slender reed to lean upon, 
to be used only in the rarest instances, and even then 
with fear and trembling. 

Our other resources in treatment have been presented 
in the formula, ‘‘ rest, starvation and opium.” I should 
like to see this formula changed into “ rectal feeding and 
stimulation, a little morphia and much belladonna.” It 
is needless to enlarge on the folly of attempting to ad- 
minister anything whatever by the mouth: on this we 
are all agreed. But I think that the importance of sus- 
taining the strength by stimulating and nourishing ene- 
mata has not been sufficiently insisted upon. Brandy 
above all, and in no stinted amount, I believe to be 
valuable. It diminishes shock, improves the pulse, re- 
lieves the griping pains, and I believe also diminishes the 
muscular irritability of the bowel. The universal recourse 
to a drop of neat brandy for a troublesome colic is a sug- 
gestive commentary on its undoubted value in these cases. 
As to the value of opium there can be no question. To 
begin with, a hypodermic injection of a third of a grain 
of morphia ameliorates some of the most pressing symp- 
toms, but as a drug to use throughout the progress of the 
disease I believe it must surrender the palm to belladonna. 
A patient looks better under the tonic influence of bella- 
donna; his colour is less blue, his aspect less cadaverous, 
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and it has seemed to me that the local symptoms are not 
so pressing as under opium. On this point particularly I 
would ask for your opinion. 

And now as to the operation. As to the mode of it our 
minds must be definitely and clearly made up. The 
patient is usually in such a condition that hesitation over 
any of the steps of the operation would be full of risk. 
We must know what we want to do; and do it promptly, 
decisively, and expeditiously. 

Except in very rare instances, the median incision, 
below the umbilicus, is the one to be adopted. Through 
it only we can reach every part of the abdomen; and 
through this way the entrance can be made with most 
ease and expedition. I have once (in a case of Dr. 
Skinner’s, of Clevedon) operated above the umbilicus, 
but the advantage was doubtful. The opening is made 
large enough to admit the hand into the abdomen. 

When the opening is made the distended bowels, 
which lie on the surface, present at the opening. The 
hand is inserted, keeping these back, and carried first to 
the cecum. If it is distended the obstruction is pro- 
bably below it in the colon, and the hand carried super- 
ficially along the colon to the sigmoid flexure will pro- 
bably alight on the cause of obstruction. If nothing is 
found, or if the cecum is not distended, the hand is in- 
serted under the distended coils from left to right, passing 
over the collapsed bowel if there be any, and the cause of 
obstruction felt for. 

If nothing is now felt, I would then recommend a 
procedure which has been condemned. I would place 
over the opening a square yard or so of some layers of 
delicate linen or cotton material, or, better still, a large 
thin flat sponge, wrung out of warm carbolic lotion, and 
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let the distended bowels come out under it. If they do 
not come out easily, I should coax them out, carefully 
covering them up as they extrude. The most distended 
coil, that next the obstruction, will probably come first, 
and the obstructing cause will in all likelihood be found 
at the root of it. I have done three operations since I 
decided on this course of procedure, and its success will 
certainly make me repeat it. 

I cannot see the wisdom of passing along some dozen 
feet of bowel only to find one’s self perhaps at the duo- 
denum, with the necessity of going all the way backwards. 
Still less can I understand the necessity of exposing the 
bowel in inches till the obstruction is met with. The 
exposure over all is the same, and the manipulation is 
greater than if we let the bowel protrude as it will under 
its warmed and aseptic covering. Besides, the advantage 
of getting room to deal with the obstructing cause is no 
slight argument in favour of letting the bowels escape. 
And, finally, if there is any inflammation of the peritoneum, 
the manner in which the bowels stick to one’s hand makes 
investigation difficult, and adds to the danger from trau- 
matism. Those whose hands are frequently inside the 
abdominal cavity will, I am sure, appreciate what I say. 

I can readily believe that the greatest mortality is 
found after exposure of the bowels. So has the greatest 
ovarian mortality been found after the longest incisions. 
But no one blames the incision. It is the sort of opera- 
tion that necessitates the incision which kills, and not the 
incision itself. In the same way that an elongation of the 
incision in ovariotomy may diminish risk, so may an escape 
of the bowels properly guarded, by facilitating discovery 
and treatment of the cause of obstruction, help recovery. 

And, further, this permitting of the escape of the 
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bowels may have another advantage. As they lie on the 
abdomen, distended with fluid and gas, congested and 
perhaps inflamed, we can form an accurate opinion as to 
their chance of recovering themselves. The patient is 
probably under the influence of some sedative ; sickness 
has been less frequent, and there is probably great dis- 
tension. As they lie, half-paralysed, their coils form 
acute flexures which almost block their lumina; and even 
if we remove the immediate cause of obstruction they 
may not be able to pass on their contents. In such a 
condition I have made up my mind in future to evacuate 
by a small incision the contents of the bowel, and close 
the opening by suture.* Early operation would do away 
with such a necessity. But when shall we be able to 
operate early ? 

Having decided as to the course to be pursued, medi- 
cinal or operative, it is my belief that we ought to adhere 
to this course throughout. From the beginning let it be 
drugs or knife. Let it never be that unfortunate com- 
promise which is so frequently fatal—the knife when 
drugs fail. While we have been administering the drugs 
without success, the disease has been steadily killing the 
patient, and the knife finishes what the disease has 
already nearly completed. 

It is all a question of diagnosis. If we could diagnose 
every case, I am sure we could save most. And why 
should we not diagnose every case? When we see the 
marvellous exactitude with which a physician can diagnose 
obscure lesions of the heart or lung, we may surely hope 
that some day he may acquire the same mastery over 
the diagnosis of bowel complaints of this sort. The 
early symptoms have not been recorded with sufficient 


* I have since done so, and successfully. 
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accuracy and detail, and their pathological meanings 
have not been properly worked out. To Mr. Treves, more 
than to anyone else, are we indebted for laborious and 
masterly efforts to help us here ; but his efforts have been 
sadly crippled by lax and inaccurate methods of reporting 
cases. Collective investigation alone will help us; but 
not collective investigation after the superficial manner 
of our British Medical Association. If a score or so of 
our leading physicians were to meet a score of our leading 
surgeons, and, after thoroughly discussing the subject and 


deciding on important points to be observed and plans of 
treatment to be followed, to report their experiences in 
conclave at the end of two or three years, I am confident 
that we should be able to record an advance more 
decided than all the previous experiences of medicine 
have afforded. By any other plan we must wait for many 


years to get much more light. 

To summarise what has been said : 

1. Our treatment of intestinal obstruction varies 
according to the diagnosis. 

2. Where diagnosis is certain we can at once decide 
on the plan of treatment, operative or medicinal, which 
promises most success. 

3. Where diagnosis is uncertain and the symptoms 
are acute, operate at once. 

4. Where diagnosis is doubtful or only probable, and 
the case is not extremely urgent, we may treat by drugs 
or operate, according as each case may warrant. The 
balance of favour ought to lean towards operation. 

5. In all cases stimulating enemata are to be ad- 
ministered, and food by the mouth withheld. 

6. Belladonna and opium are the only drugs deserving 
of confidence. One hypodermic injection of morphia, 
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followed by repeated doses of belladonna, is probably the 
best combination of medicines. 

In conclusion, if we were honestly to apply these 
doctrines to our individual cases, there would be much 
operating and little medicating. And is there cause for 
apprehension in this? Medicine has done its best—and 
its worst. For its best, as for other small mercies, we 
are thankful; for its worst, the records are so terrible 
that if the procedure had been surgical, operators would 
have been forbidden the patient’s bedside. Even in its 
present position, called in as a forlorn hope, or kept in 
the background as an untrustworthy and dangerous ally, 
surgery can show better records than medicine. But the 
surgery of the abdomen will not much longer consent to 
hold this position. Year by year, to its own glory and 
its clients’ good, surgery has taken organ after organ from 
the domain of the physician and made it its own; very 
soon will the most abdominal of all organs, the bowel, be 
the surgeon’s too. I am assured that when we show 
ourselves worthy of the trust the physicians will be only 
too glad to let it abide with us. We cannot spring into 
the worthiness of trust all at once; experience can 
come only after trial. Therefore, I say, take us on pro- 
bation. Let us have the part handling of these cases 
from the beginning ; let us watch them hourly from the 
moment of attack, ready to pounce on them at the fitting 
moment. For these cases are not to be entered as cases 
in the practitioner’s list to be visited twice or thrice daily, 
but to be reckoned in the category of a parturient woman 
or a bleeding vessel, to be left only when the process is 
finished. In good faith and in full confidence I make this 
plea for surgery ; and if you will trust it and encourage it, 
surgery will not fail you. 
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Mr. TrREvES (London): I may, in the first place, be 
allowed to congratulate Mr. Greig Smith upon his very 
able paper, and to express my entire concurrence with 
the chief statements he has enunciated. It would appear 
that the great difference of opinion that still exists as to 
the proper treatment of intestinal obstruction is, for the 
most part, a difference between physician and surgeon. 
The physician is disposed to temporize; to attach a 
supreme importance to the use of certain drugs, and 
even to cast a favourable eye upon certain somewhat 
vague methods, such as massage and the casual employ- 
ment of electricity. He is not ashamed to confess that 
he is acting a little in the dark, and he holds a firm con- 
viction that an operation should be a last resort. In 
this course of action, he entrenches himself behind the 
experience of ‘“‘a case that got well without surgical 
treatment ;”’ and it must be confessed that such cases 
are a sore let and hindrance to the surgeon. It is well 
known that patients presenting the gravest symptoms, and 
brought apparently near to the point of death, have 
recovered under the simplest treatment. That the 
pathology of these cases of recovery is a little obscure, 
the physician must acknowledge; that they are very rare, 
he must also own; but still the experience of one such 
is apt to influence his practice to a totally dispropor- 
tionate extent through a long series of succeeding cases. 
On the other hand, the surgeon of the present day is a 
little too eager to use the knife on the slightest provoca- 
tion. He is apt to regard laparotomy as a panacea for 
all abdominal ailments. ‘‘ My man,” he is inclined to 
say, ‘ 


‘your bowels are not open; you are sick; your 
pulse is feeble; you must have your abdomen opened 
without delay.”” Abdominal surgery is, without doubt, 
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making rapid progress; but in all vigorous scientific 
advances there is usually at first an element of exaggera- 
tion, a disposition to excess; and it is only with time 
that the proper mean is reached. Someone, imbued 
with the spirit of the Arabian Nights, has observed that 
there are men walking about in Germany without viscera, 
or with but a fractional part of the proper anatomical 
amount. Metres of their intestine have been resected ; 
their spleens have been removed ; one kidney has gone; 
they have neither pylorus nor gall bladder. 

Certainly the physician has acted as a wholesome 
check in what may have been a too impetuous surgical 
career; and, so far as the patient is concerned, he has 
tempered the wind of progress to the shorn lamb. It is 
well, however, not to lose sight of the fact that the most 
startling of the recent methods adopted in abdominal 
surgery involve no new therapeutic principle; they 
embody no great revolutionary change in treatment. 
They consist merely in the tardy application to abdom- 
inal disease of principles in practice that have long been 
accepted so far as other parts of the body are concerned. 
The surgeon who resects a cancerous pylorus or a 
segment of strictured colon, or who cuts out an impacted 
foreign body or removes a degenerate kidney, is basing 
his procedure upon no novel data. His measures are 
certainly new in practice, but they are very old in 
principle; as old as the operation of excision for cancer 
of the lip, of lithotomy for stone, of amputation for 
destructive diseases in a limb. 

If between physician and surgeon there is, in the 
matter of interference in some intestinal diseases, a great 
gulf fixed, it is a gulf that is largely occupied by bias. 
The commonest form of intestinal obstruction that the 
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surgeon meets with is strangulated hernia, and this cir- 
cumstance can hardly fail to prejudice him in favour of 
operation. The commonest form of obstruction that the 
physician meets with is that due to fecal accumulation, 
and his experience of the treatment of that condition 
fosters a vigorous objection to the use of the knife in 
kindred disorders. Both practitioners will probably be 
agreed that to treat an acutely strangulated rupture with 
belladonna, electricity, and massage, is to do little more 
than encourage a therapeutical burlesque, while, on the 
other hand, operative interference in fecal accumulation 
must rank as a surgical calamity. 

It appears to me that one conspicuous and common 
fault in the treatment of intestinal obstruction that is 
advocated by some depends upon the custom of regard- 
ing intestinal obstruction as an individual disease. I take 
it that the term does not refer to a specific ailment, but 
is applied rather to a certain combination of symptoms. 
In a strict sense the term represents a clinical element 
that is common to many very varied and diverse patho- 
logical conditions. Those who propose a routine treat- 
ment for intestinal obstruction would be in a position to 
regard “‘ dyspnoea” as a definite disease, and apply to it 
a definite and unvarying therapeutic measure. It has 
been recently urged, for example, that obstruction should 
be treated by rest, starvation, and opium; that this 
treatment should be methodical, should be adopted in all 
cases, and should be applied without reservation or com- 
promise. Such advice is not in the direction of progress ; 
it is a retrograde step—a lapse into the happy days when 
diagnosis was a dream, and when pathology was not. 

If this be the counsel that we follow, then let us at 
once accept “‘dyspnoea” as a distinct disease, and ‘‘ coated 
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tongue” as a mortal malady; and let us treat every 
example of the one with the steam kettle, and every 
instance of the other with a rhubarb pill. 

With regard to specific modes of treatment in acute 
cases, I can only endorse the excellent propositions of 
Mr. Greig Smith. 

I cannot, however, agree with Mr. Smith in thinking 
that the best way to find the seat of obstruction is to 
allow the distended coils to escape from the abdomen. 
The condition of these coils is usually such as to forbid 
much handling; and I have been always disposed to 
think that in abdominal operations the less the exposure 
of peritoneal surfaces, the better are the prospects of the 
procedure. 

More precise bases for active treatment will depend 
upon more accurate bases for diagnosis. And in this 
direction I think that more significance may be given to 
the character of the pain, to its persistence or inter- 
mittence, to its association with vomiting, and to its 
mode of onset and progress. More care, moreover, may 
well be bestowed upon the physical examination of the 
abdomen ; upon the position and movements of distended 
coils; upon examinations through the rectal walls; upon 
auscultation of the colon, and upon careful and frequently 
repeated percussion. It is of interest to note that many 
surgeons still cling in a spirit of simple and trustful faith 
to the “‘long tube.” They appear to regard it as a kind 
of fetish, as an inanimate thing to be invoked as a last 
resort, and when in dire distress. History tells us that 
this remarkable pipe has been passed many feet into the 
colon, that it has reached the transverse colon, and that 
it has even found its way into the cecum. I can only 
say that the adventures of this tube and the anatomy of 
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the colon do not quite agree; there is a discrepancy 


somewhere, and of course it may be that the bowel is at 
fault. 

_ After many patient trials upon many dead bodies, I 
have not yet succeeded in passing this interesting pipe 
beyond the sigmoid flexure. Several feet of it have 
disappeared within the anus, and its tip has been felt 
about the umbilicus, and even in the right iliac region; 
but the mobile sigmoid flexure has explained it all, and 
beyond that loop the good tube has not passed. In 
actual treatment, I think that the passing of the long 
tube is to be regarded rather as a solemn ceremonial, 
that diverts for a moment the patient from his woes, and 
administers a moral balm to the troubled mind of the 
surgeon. 


Dr. Lone Fox: At the Bath meeting of the British 
Medical Association, Mr. Jonathan Hutchinson gave it as 
his opinion that most cases of intestinal obstruction could 
be relieved by the surgeon, if only the physician had not 
touched the cases previously. 

It is an evidence of a more sensible feeling, when 
surgeons, with the courage induced by the use of 
antiseptics, meet physicians, who have acted on the grand 
principle of physiological rest, in friendly conference on 
the question of obstructions of the bowels. 

Without going into minute particulars, we have to 
deal with: 1. Fecal accumulations. 2. Strictures from 
various diseases of the bowel itself, especially malignant 
disease. 3. Intussusception. 4. The various forms of vol- 
vulus. 5. Constriction by bands, &c., external to the gut. 

1. It need hardly be said that in cases of fecal 
accumulation, ileus paralyticus, no operative interference 

3 
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can be expected to do good. He wins who waits. The 
best therapeutical agent, the great element of time, will, 
with belladonna and other means that will suggest 
themselves to every good practitioner, surely conquer all 
such cases. It is in these, too, that galvanism proves so 
useful. When, by patience and perseverance, constipation 
so aggravated that raw peas eaten weeks before had 
sprouted in the intestine as in a fertile soil, may be 
overcome, as in a case of Mr. Wickstead, nothing 
under this category need be despaired of. * 

2. In fatal cases of stricture from diseases of the 
bowel itself, especially malignant disease, there is in my 
experience always a certain amount of passage found 
post-mortem. The constriction, that has been going on 
for a long time, often rather suddenly causes complete 
obstruction, not because the passage is organically closed, 
but because the pressure from above on the latest portion 
of the growth causes spasm. Here, too, patience, opium 
with a free hand, and only such other interference as 
will render the foecal matter liquid, will often prolong 
life. But as in the more common forms, the malig- 
nant, the lesion is in a large majority of cases in the 
sigmoid flexure or the descending colon, lumbar colotomy 
renders the life of the patient a shade less miserable than 
would be the case after operation in front. A patient 
should always have the offer of this operation made him, 
and most of us have met with some cases in which not 
only has life been prolonged, but death rendered more 


easy by such means. I am, however, disposed to consider 
that the intestinal passage should always be made to 
terminate at the false anus. 


* Belladonna somewhat excites peristalsis, probably by its paretic 
effects on the vasomotors of the intestinal vessels. The vascular supply 
being thus increased, augmented action of the muscular coat results. 
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3. As to intussusception, there will be great difference 
of opinion. If the mortality without operation is 70 per 
cent., and the mortality of operation is 72 per cent., the 
balance is pretty even. No doubt these cases sometimes 
recover: no doubt in some the parts become glued 
together, the intussusceptum is separated by gangrene 
and passes per anum. But such efforts of nature are 
frequently but step-mother’s kindness, bad at best; and 
a large proportion of such cases die, even though the 
intussusceptum is got rid of. Better results may be 
expected from operation in acute cases than in chronic, 
and the surgeon may justly say that his results will be 
far’ more favourable when cases are submitted at the 
earliest stage. I profess myself in favour of operative 
interference ; but a certain number of good results occur 
under the use of opium and almost complete starvation. 

4. The various forms of volvulus should from the first 
be treated surgically; volvulus of the sigmoid flexure, and 
probably also volvulus of the cecum and ascending colon, 
by operation only. But I claim for volvulus of the small 
intestine the possibility of spontaneous cure (without 
opening the abdomen) by varying the position. Mr. 
Ormerod had such a case some years ago, where rubbing 
the bowels whilst the patient was placed in an inverted 
position, the head on the ground, removed exceedingly 
grave symptoms, doubtless due to this form of lesion. I 
saw with two other medical friends a case that was being 
nursed by two weak old crones, and with the restlessness 
of approaching death insisted on being lifted out of bed. 
They let him fall with great violence on the floor, and he 
began to recover from that moment. But such cases 
will be exceptional, and as a rule early operative inter- 
ference in all varieties of volvulus should be recommended. 
2 # 
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5. In constriction by bands, &c., outside the bowel there 
is no safe course but operation. Of course it is not 
impossible that, under opium and starvation, means to 
avoid even the slightest peristalsis, a knuckle of bowel 
so constricted may make a spontaneous recovery. But 
even in such cases the same catastrophe may easily recur. 

For the safety of the patient, as well as for accurate 
diagnosis, aperients should be avoided, until you are sure 
you have only feecal accumulation without organic change to 
deal with, and even then they should be used with caution. 

The diagnosis is everything, and for aid in this Mr. 
Treves’ book is simply beyond all praise. It is not a 
year ago that laparotomy was performed in one of the 
most noted London hospitals, in a case of typhoid fever, 
under the idea the case was one of intussusception. 

But both for purposes of diagnosis, and in considering 
the question of operation, we should remember that we 
are dealing with parts profusely supplied by nerves, the 
chief feature of whose action is that it is reflex. Any 
operation means of necessity lesion of nerves whose 
reflex connection with the heart is exceedingly intricate 
and close. In diagnosis, the symptom of pain is frequently 
reflex, and its position, therefore, no evidence of the 
seat of the lesion; the vomiting, too, is, in the early stage 
of acute cases, a reflex phenomenon, and no absolute 
evidence of the position of obstructed bowel; and the 
anuria, though partially dependent upon shock and the 
consequent diminished pressure of blood in the aorta, 
is in acute cases not seldom due to a reflex irritation of 
the renal plexus. 


Dr. SHINGLETON SMITH: The subject of intestinal 
obstruction is of interest to, and is within the province of, 
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both physician and surgeon alike; and as its treatment 
is usually in the first instance medical, and then after- 
wards when medicine fails becomes surgical, it is desirable 
that physician and surgeon both should have certain 
definite lines of treatment agreed on by all. In conse- 
quence of the difficulty in the accurate diagnosis of the 
causes of internal strangulation, and the absence of a 
well-defined line of demarcation between it and simple 
obstruction from retention of faeces, there is a danger on 
the one hand that a formidable, and commonly fatal, sur- 
gical operation may be performed when recovery is possible 


without anything more than medicinal interference, and 


on the other hand that medicinal remedies may be given 
with no other result than waste of time, and surgical aid 
called in only when too late for a prospect of success. 

If the diagnosis of internal strangulation were as clear 
as it is in cases of strangulated external hernia, there 
could be no more reason for doubt or delay as to the steps 
necessary for its relief; but the occurrence of cases in 
which the characteristic features of obstruction are 
present with no impassable barrier, and the frequent 
recovery of such cases without operative interference, are 
apt to give rise to injurious methods of treatment and 
fatal delay, in cases where delay is so proverbially dan- 
gerous. In consequence of this difficulty, the proposition 
submitted to the medical section at the Bath meeting of 
the British Medical Association in 1878 may still be 
considered sub judice, ‘‘that, in the present state of 
surgical knowledge, exploratory operations for the relief 
of abdominal obstruction, the cause of which cannot be 
diagnosed, are not warrantable"’ (Hutchinson). 

I propose to deal with some points in the early 
medicinal treatment of cases of acute obstruction. 
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The objects of treatment must aim at the removal of 
the causes, as well as the alleviation of the symptoms ; 
and the most important indication will be to give rest to 
the muscular walls, as well as to the actively secreting 
mucous membrane of the intestinal tract. All authorities 
agree that purgatives of all kinds ‘‘can do no good, may 
do immense harm, and must be altogether discarded” 
(Bristowe) ; and yet how often is this rule overlooked or wil- 
fully disregarded! The occurrence of abdominal pain, with 
sickness and constipation, are looked upon as evidences 
of something needing removal by purgation ; and the fact 
that these are precisely the leading symptoms associated 
with obstruction is overlooked or forgotten. It cannot 
be too strongly urged that partial rest—not the absolute 
rest of paresis—to the intestinal walls is the first and 
most important indication for treatment; and that 
purgatives, by stimulating the muscular walls, tend to 
increase an intussusception, and to increase the vomiting 
in other forms of obstruction, partly by exciting muscular 
action, and partly by promoting secretion which can be 
discharged only by vomiting. 

The difficulty as to the administration of aperients 
clearly arises from the absence of a definite line of division 
between the symptoms of cases of acute obstruction 
which require absolute rest, and those of a more chronic 
form, where a mere increase of the ordinary vis a tergo 
peristaltic action suffices to relieve the constipation, and 
with it the pain. If it could be satisfactorily diagnosed 
that an impassable obstruction existed, then purgatives 
would of course be withheld ; but, in the absence of the 
data for such conclusion, the use of purgatives is adopted, 
partly as a method of treatment of the patient, and partly 
‘in aid of the diagnosis. In many cases the establishment 
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of the existence of an impassable obstruction is an infer- 
ence from the failure of all aperients to do more than 
aggravate the pain and vomiting. 

Pain is usually the symptom which calls most urgently 
for relief, and hence the almost universal practice of 
giving opium where obstruction is suspected. This drug, 
by its power of arresting peristalsis, by checking secretion, 
and by its anodyne properties, appears to be the one 
thing needful. It might, however, be given hypoderm- 
ically more frequently than it is; and its use in this way, 
or in suppository, is more especially indicated in cases of 
obstruction, where vomiting is frequent and where little 
absorption is going on through the mucous membrane of 
the stomach and small intestine. 

There are, however, two important drawbacks to its 
use: the one, that it keeps up the constipation ; and the 
other, that it arrests pain and vomiting without neces- 
sarily removing the cause on which the pain, vomiting, 
and constipation depend. These disadvantages have led 
to the employment of belladonna, either alone or in com- 
bination with opium; but authorities differ remarkably 
as to the mode of action, the dose, and the effects of 
this drug on the alimentary canal. A recent writer (Dr. 
Macleod) states that belladonna is now comparatively 
little used, and that atropia is little heard of in our day 
(British Medical Fournal, 1876, vol. ii., p.673). Mr. Treves, 
in his recent Facksonian Essay, ignores it altogether. On 
the other hand, most authorities write favourably of its 
use, and some are enthusiastic in its favour. The experi- 
ence of Dr. Norman Kerr (related in the British Medical 
Fournal, 1878, v. ii., p. 307) is quite in accord with that of 
many others, who find that the administration of doses of 
two grains (or less) of the extract every hour speedily 
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gives relief in cases which at first seem to be hopeless. 

As regards the physiological action of belladonna on 
the intestinal canal, various authors do not agree. Foster 
(Text-book of Physiology) classes atropia amongst the drugs 
which induce strong peristaltic action. Landois (Text- 
book of Human Physiology) mentions belladonna as a drug 
which diminishes the excitability of the plexus myentericus, 
z.e. which lessens or even abolishes intestinal peristalsis. 
Mitchell Bruce (Mat. Med. and Therapeutics) has the 
following passage: ‘‘The inhibitory branches of the 
splanchnics in the intestinal walls are depressed by 
atropia, which thus increases the peristaltic movements, 
and causes relaxation of the bowels.” Sidney Ringer 
(Hand-book of Therapeutics), in alluding to the assertion 
that belladonna increases the peristaltic movement, 
mentions the proof that it paralyses the terminations of 
the inhibitory fibres of the splanchnics : ‘‘thus stimulation 
of the splanchnics will stop intestinal movement, but 
small doses of atropia will prevent this arrest.” 

The observations of physiologists appear, therefore, 
to be somewhat conflicting as to the sum total of the 
effects of belladonna on the peristaltic action of the 
bowel; but, although it appears to be established that 
the drug does diminish the excitability of the plexus 
myentericus and paralyses the inhibitory action of the 
splanchnics, it has not been proved that the motor fibres 
from the vagi are in any way affected, so far as the intes- 
tine is concerned. Accordingly, it may be inferred that, 
the inhibitory action of the splanchnics being in abeyance, 
the excitor action of the pneumogastrics is allowed to 
have full play. 

Although the physiological evidence is still incomplete, 
there can be no doubt of the fact that the whole effect of 
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the drug on the peristaltic action of the bowel is not that 
of paralysis, and hence the general consensus of opinion 
that the practice advocated by Trousseau, of giving 
belladonna in obstinate constipation is a good one which 
should be generally adopted. This being the case, the 
question naturally arises whether, in those cases of intesti- 
nal obstruction in which a definite diagnosis is not possible, 
the anodyne effects of belladonna, which will not consti- 
pate, will not be more satisfactory than those of opium, 
which does tend to constipate. Most authorities recom- 
mend the administration of both drugs at the same 
time. Hutchinson’s rule (British Medical Fournal, 1878, 
Vv. li., p. 306) is as follows: ‘‘Opium (or morphia) must 
be used in proportion to the pain which the patient 
suffers. It should be administered by the rectum or 
hypodermically, and should be combined with bella- 
donna. If there be not much pain or shock, it is better 
avoided, since it increases constipation and may mask 
the symptoms.” The latter part of this rule applies to 
opium, but need not apply to belladonna, since the latter 
drug neither increases the constipation nor masks the 
symptoms. The feeble anodyne properties of belladonna 
are its principal drawback ; but for this, and opium might 
be discarded altogether. It seems desirable that, should 
opium be necessary, its administration should be by hypo- 
dermic injection, in order that its local effects in causing 
constipation may be less pronounced. In one other 
respect belladonna has the advantage over its rival, 
opium : its well-known influence in arresting secretion— 
easily proved with regard to the skin and the mouth, but 
not absolutely established as regards the other secretions 
of the alimentary canal—enable it to favour intestinal rest 
so far as the mucous membrane is concerned. The total 
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effects of belladonna appear then to be, a feeble anodyne, 
a gentle stimulant to the muscular walls, a powerful 
sedative to the mucous membrane: it will therefore tend 
to allay pain and arrest secretion, but at same time will 
not perpetuate the constipation. 

It seems necessary that a distinction should be made 
in the treatment of intussusception and other forms of 
acute obstruction ; in the former, absolute arrest of peris- 
talsis and a powerful anodyne are both urgently required, 
and opium in heroic doses will act most efficiently ; in 
the latter class of cases, belladonna alone would appear to 
be the most suitable, and opium may be reserved for 
hypodermic or rectal administration only in case the 
belladonna should fail to relieve the pain. 

The first indications for treatment, relief to pain, 
arrest of violent peristaltic action, and diminution of 
secretion, having been accomplished or attempted, some 
further measures may then be adopted with a view to the 
removal of the cause of the obstruction. These will com- 
prise enemata of various kinds, and insufflation of air. 
Ordinary enemata, but in unlimited quantity and in the 
inverted position of the body, aided also by the long tube, 
should be frequently repeated. 

Other methods of treatment, such as electricity and 
massage, are commonly advised ; but it should never be 
forgotten that, if an actual twist or strangulation by band 
be present, such measures cannot be of any avail, but may 
be productive of much harm, the former by exciting 
peristalsis, the latter by causing a possible rupture of the 
weakened bowel. Treatment of this kind can only be of 
service in cases of fecal accumulation with no urgent 
symptoms of obstruction, and in cases of acute obstruction 
these methods occupy the time of the physician and the 
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attention of the patient, when both should be directed to 
more active interference of a surgical character. They 
can be of no avail when an impassable barrier exists, and 
they only tend to waste valuable time and impair the 
prospect of relief from active surgical measures. 

One other important element of treatment relates to 
the diet. Clearly it is worse than useless to attempt to 
introduce solid food or even liquid nourishment into 
the stomach whilst vomiting is frequent. If, however, 
the patient is able to retain any liquids, then the most 
perfect food will be peptonised milk, which will not give 
rise to any gastric irritation from the formation of curd, 
and may be absorbed from the upper part of the intestine, 
leaving little residue comparable to the 25 per cent. of 
dyspeptone from ordinary milk. The difficulty associated 
with the preparation of peptonised milk, and of main- 
taining the supply, is now surmounted, inasmuch as a 
new condensed peptonised milk has been prepared by 
Messrs. Savory and Moore, and is sold in tins. This can 
be given in a more or less concentrated form, and will 
supply a most valuable nutriment, already digested, and 
in a convenient form always ready for use, pleasant to 
the palate, and not liable to the bitterness arising from 
over digestion, as when the milk is peptonised in the 
ordinary way. 

Should the patient be unable to retain even peptonised 
milk when given by the mouth, then feeding by the 
rectum becomes a necessity, and here the peptonised 
milk is again of the greatest utility. Various observa- 
tions have shown how feeble is the digestive power of 
the rectum, and that accordingly for rectal alimentation 
previously prepared peptone must be superior to the 
various other substances usually employed in enemata. 
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The absorptive power of the rectum is no doubt great, 
and it has been shown that fluid egg albumen, milk and 
its proteids, flesh juice, and other substances may be 
absorbed ; yet the osmotic properties of previously pre- 
pared peptone, together with the fact that it leaves no 
residue behind it, give peptonised milk manifest advan- 
tages over all other kinds of food for rectal administration. 
Two pints of peptonised milk daily are usually sufficient 
to maintain the weight of an average patient when ina 
state of complete rest; and there can be no difficulty, in 
cases of chronic obstruction of the bowels, in counter- 
acting the tendency to death by exhaustion whilst other 
measures are being adopted to relieve the obstruction. 
The questions, when to operate, and what operation is 
the best, can only be decided when the details of the 
individual case are being considered; but my own 
experience would lead me to ask for surgical assistance 
in any case where symptoms of acute internal strangula- 


tion were not relieved by medicinal treatment in a period 
of about forty-eight hours. 


Mr. NELtson C. Doxsson: The subject of intestinal 
obstruction is so varied and extensive, that it would be 
impossible in a short time to give even an outline of its 
various forms, with their symptoms, diagnosis, and treat- 
ment. This is a task I do not intend to attempt; but 
feeling that most of us have formed some ideas on 
some at least of the points under discussion, either from 
careful reflection and earnest thought, or practical ex- 
perience, or a combination of all these circumstances, it 
occurred to me that I could best take my small share in 
the evening’s work by taking up one branch of the 
question. I have, therefore, being led by inclination, and 
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the force of circumstances, selected as the basis of a few 
observations the part of the subject which refers more 
especially to acute intestinal obstruction, particularly in its 
surgical aspects. 

In speaking of acute intestinal obstruction, I include 
all those cases in which the ordinary symptoms of acute 
obstruction manifest themselves in a patient who has 
hitherto been free from intestinal troubles, and in whom 
no external hernia is discoverable; and it goes without 
saying that in the remarks which follow I exclude cases 


in which the cause of occlusion is a slowly forming 


stricture, whether simple or malignant, of any part of the 
intestinal tract, or any form of chronic obstruction. The 
symptoms and treatment of this latter class are so well 
recognised and understood, that I consider any further 
comment at the present unnecessary. 

Now it is known that if we exclude volvulus, which 
may occur in either the large or small intestine, though it 
occurs much more frequently in the large than the small, 
that most of the cases of acute intestinal obstruction have 
their seat in the small intestine: this may help us a step 
forward. 

In a general sense, and including, without going into 
details, the acute obstructions of both large and small 
intestines, we may say that they may be classified as being 
due to either : 

1. Strangulations by bands of various kinds, or internal 
hernias from loops of intestine slipping through apertures 
in the mesentery or omentum. 

2. Volvulus either of large or small intestine. 

3. Acute intussusception of either large or small 
intestine. 

4. Obstruction by foreign bodies, either within the 
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bowel, or tumours from the outside pressing upon and 
occluding the lumen of the bowel. 

It is known that tumours in this situation may, like 
some forms of stricture of the intestine, progress un- 
obtrusively up to a certain point, and then suddenly give 
rise to symptoms characteristic of acute obstruction. 

The mere recital of these forms of obstruction might 
almost lead one to suppose that the question of determining 
the precise cause of occlusion in any given case might 


be a simple matter; but in actual practice it is by no 
means easy. There is much yet to be learnt and perfected 
in the way of diagnosis before the surgeon can hope 
satisfactorily and scientifically to relieve these cases by 
operation. I look to careful work and accurate record of 


details to accomplish much in the future. 

I have no intention myself to attempt anything like a 
differential diagnosis ; I am conscious that, in the present 
state of our knowledge, the most we can do in many cases 
is to determine the actual existence of acute intestinal 
obstruction, and in some instances perhaps its seat ; but 
in most the precise anatomical lesion that determines the 
occlusion cannot be diagnosed, whether it be by bands, or 
acute kinking, or other cause. It is true that certain 
well-marked conditions—such, for example, as ileo-czcal 
or colon invaginations—usually present such symptoms 
as lead to a diagnosis; but the same condition occurring 
high up in the ileum may defy diagnosis previous to 
operation ; and I should be strongly inclined to doubt the 
diagnosis of such cases as “ volvulus of small intestine” 
when such diagnosis has not been verified by operation 
or post-mortem examination. 

We may occasionally meet with difficulties of another 
kind; viz., the existence of symptoms leading us to 
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suppose that mechanical obstruction of an acute character 
exists, when in reality there is no such condition present, 
as in some forms of peritonitis, and especially perforative 
peritonitis, associated with ulceration of the appendix or 
cecum (not from disease), but from the presence of 
foreign bodies, such as plum or cherry stones; of this a 
remarkable instance came under my notice some years 
ago. A middle-aged man, previously healthy, suddenly 
developed the symptoms of acute intestinal obstruction, 
with constipation and fecal vomiting, and died in four 
days. After death no mechanical obstruction was found ; 
but two plum-stones were discovered, which had ulcerated 
through the cecum near the appendix, and these, with 
the fecal extravasation which followed, produced the fatal 
peritonitis, which so closely resembled in the symptoms 
a Case of acute obstruction. 

Had this patient come under my care to-day, I should 
think it very likely he would have been the subject of a 
laparotomy, and though I should have found no mechani- 
cal obstruction, I should not altogether have regretted 
the operation; indeed, I should, with a full knowledge of 
the condition, have advocated abdominal section on the 
same principle that I recently advocated that operation 
in perforating ulcer of the stomach; viz., dealing with 
the perforation in such manner as circumstances might 
indicate, combined with a thorough cleaning up of the 
peritoneal cavity. Of course I am aware that, for success 
to attend such a procedure very early interference 
would be necessary, and here again the question of 
diagnosis would be the obstacle. 

Opponents of laparotomy have advanced the fact that 
I have just mentioned (that of finding no mechanical 
obstruction, though the ordinary signs of such a condition 
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have been closely simulated) as one of the reasons against 
the operation; but even supposing that perforative or 
non-perforative peritonitis may be occasionally mistaken 
for obstruction, I still think that abdominal section might 
sometimes be beneficial in these cases. 

Again, the opponents of operation say that the intestine 
may be ruptured in the search for the obstruction, and 
that this accident has actually happened to such surgeons 
as Billroth and Fergusson. They also say that many 
surgeons have failed to find the obstruction, on account 


of the numerous adhesions binding the bowels together ; 
and still further, and with much truth, they assert that in 
volvulus, for example, the twist is often so extraordinarily 


complicated that it can only be unravelled even in the 
dead body by a careful study of the specimen. With 
regard to volvulus, I am prepared to admit that most 
surgeons agree it is not a condition that can generally 
be relieved by laparotomy. 

If we appeal to statistics we have not much to en- 
courage us; Leichtenstern gives 79 cases of laparotomy 
for obstruction, with 55 deaths or 70 per cent.; but as 
successful cases: have a better chance of being reported 
than unsuccessful ones, probably even these statistics are 
too favourable of the operation as it has hitherto been 
performed. 

Notwithstanding all this, I cannot help thinking, that 
with more refined and accurate diagnosis and earlier 
interference, combined with the recent advances in ab- 
dominal surgery, we may expect better results in the 
future than have been obtained in the past. I therefore 
strongly advise operation, where medicinal means, such 
as diet, quiet, and opium, have been fairly tried for twenty- 
four hours, and the symptoms growing worse, and espe- 
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cially in those cases in which we may be able to eliminate 
volvulus or acute intussusception as the cause of the 
acute obstruction. It seems to be pretty well recognised 
that strangulations by false bands and internal hernias 
offer the best field for operation. 

Having decided to operate, we have further to decide 
the particular operation that shall be undertaken, and the 
details of its performance. Briefly it may be said we 
have puncture of the intestine by a small trocar for the 
relief of meteorism; laparo-enterotomy (Nélaton’s opera- 
tion), the establishment of an artificial anus without 
search after the seat or nature of the obstruction; and 
laparotomy, for the purpose of dividing bands or liberating 
otherwise the incarcerated bowel: and this operation 
may be combined or not with enterotomy or enterectomy, 
the latter operation being necessary for gangrenous in- 
testine or irreducible intussusception ; the latest statistics 
of this operation, recently quoted by Mr. Whitehead, 
seem to point to the advisability of establishing an 
artificial anus in the first instance, and subsequently 
restoring the lumen of the intestine by operation, rather 
than attempting to restore the continuity of the bowel in 
the first instance. 

The plan advocated by Mr. Treves of performing 
laparotomy seems to me on the whole to be the best one ; 
viz., that of making a median incision below the umbilicus 
sufficiently large to admit the hand, and directing one’s 
search in the first place to the cecum, and then following 
up the ileum from this point. It is advisable, if possible, 
to prevent the extrusion of the distended intestines. I 
have experienced difficulty in returning into the abdominal 
cavity distended coils which have thus become extruded. 

I have no doubt that improvements in abdominal 
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surgery will lead to more perfect methods of treating 
acute intestinal obstruction by operative means; but I 
am not sanguine that this field of abdominal surgery will 
produce brilliant results. I do, however, feel certain that 
by steady, honest work, and careful records of cases, a 
more precise diagnosis is possible, and as a consequence 
that laparotomy for acute intestinal obstruction will be 
established on a firmer basis in the near future than in 
the past. 


Mr. Cross: Mr. President, I shall confine my remarks 
to cases of acute intestinal obstruction. The symptoms 
resemble those found in ordinary strangulated hernia— 
sudden onset of pain in the belly, with general nervous 
shock, accompanied by vomiting and constipation—and 
depend on some constriction of the wall of the intestine, 
of its vessels and nerves, with occlusion of its canal. 

No rule in surgery is more absolute than that immediate 
relief should be given to the strangulated bowel of external 
hernia; and when operation is necessary for division of 
the strangulating band, the prognosis mainly depends on 
the length of time during which the constriction of the 
gut has existed. 

In a quarter of the cases of all kinds of intestinal 
obstruction, the circumstances of the bowel are precisely 
similar to those of ordinary hernia; it is pressed on by a 
band or adhesion of some kind, or is locked in a slit of 


some part of the peritoneum. Such cases imperatively 


demand immediate relief by laparotomy and division of 
the constricting tissues. 

Intussusception is a still more common cause of 
intestinal obstruction; if enemata and abdominal taxis 
fail to produce any good result, there should be no 
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hesitation about applying intra-abdominal manipulation ; 
and this procedure should be resorted to in volvulus, 
and in acute obstruction by gall-stones or other foreign 
body. I do not say that the diagnosis can be absolute 
before operating; but by careful consideration of all the 
facts of the case a very strong presumption as to the kind 
of lesion may be arrived at, upon which an intelligent 
exploration of the belly can be carried out. 

The past history of the case is all important; acute 
symptoms may supervene on any form of chronic ob- 
struction. Peritonitis produces false bands and adhesions, 


especially where it covers the pelvic organs of the female, 


and close to the cecum of the male. Hernia lengthens 
the mesentery and omentum, and causes peritonitis. 
Attacks of colic and ill-health precede intussusception, 
which in half the cases is accompanied by a tumour felt 
along the large bowel during a paroxysm of pain, and 
by diarrhcea with blood instead of constipation and 
vomiting. Volvulus, most usual at the sigmoid flexure, 
produces much meteorism and dyspnoea by pressure on 
the diaphragm. Intussusception is most common in 
children; bands between the ages of twenty and forty; 
and volvulus in later life. The physician, with his highly 
educated powers for diagnosis of deep-seated organs, may 
feel sure of the conditions of the case; no surgical 
interference is admissible, or it may be imperative. 

In uncertain cases, at any rate with acute symptoms, 
an early exploratory operation should be done. This is 
a thoroughly recognised procedure in other fields of 
abdominal surgery. It allows of a definite diagnosis being 
made, and in competent hands, where no further surgical 
interference proves necessary, it scarcely adds more to 
the patient’s danger than the use of opium and _ bella- 
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donna. In very many cases it will indicate that further 
surgical interference is the only dire¢tion from which help 
can come. Our present difficulty lies in diagnosis; as 
this becomes more accurate, surgery will acquire a greater 
share in the treatment of these cases. 


Dr. E. MARKHAM SKERRITT: The difficulties which 
arise with regard to the treatment of intestinal obstruction 
are all dependent upon difficulties in diagnosis. Given 
the exact anatomical condition existing, the decision as 
to the treatment appropriate to it is easy. Cases are 
now and again met with where all the symptoms point 
to acute internal strangulation of the bowel, and yet 
recovery takes place without operation, and where con- 
sequently it is highly probable that the supposed condition 
did not exist. Add to these the frequent instances in 
which, with a similar clinical history, operative interfer- 
ence or post mortem examination reveals, not a mechanical 
strangulation, but a condition not admitting of relief by 
surgical measures, and it becomes evident that in many 
cases an accurate diagnosis cannot be arrived at, and 
that a corresponding degree of uncertainty must surround 
the all-important question of treatment. 

It must, however, be clearly borne in mind that, if 
internal strangulation exists, there is no more probability 
of relief apart from operation than there is in the case of 
an external hernia; and that consequently in the former 
case the practitioner is no more justified in relying upon 
rest, and diet, and drugs, than he would be in the latter. 
The question, therefore, arises: In a case where a careful 
examination of the evidence affords a reasonable pre- 
sumption that acute internal strangulation exists, is it 
justifiable to undertake what must be more or less an 
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exploratory operation? Looking to the inevitable result 
if such a strangulation is present and remains unrelieved, 
and having regard also to the probably fatal termination 
in any case of a condition where the symptoms of acute 
strangulation depend upon a non-mechanical cause, this 
question must be answered in the affirmative. If, there- 
fore, acute internal strangulation is believed to exist, the 
treatment adopted should be similar to that followed with 
an external hernia. First, abdominal taxis, so highly 
spoken of by Mr. Hutchinson (British Medical Fournal, 
1878, ii. 306), should be employed, sometimes repeatedly, 
the abdomen being carefully kneaded while the patient 
is fully under the influence of ether or chloroform, and 
copious enemata being administered both in the usual 
way and also in the inverted position of the body; opium 
and belladonna should be administered, and food should 
be given only by the bowel. If, in spite of these measures, 
the symptoms remain unrelieved, the abdomen should be 
opened and search should be made for the cause of the 
obstruction ; and it is too often lost sight of that, to be of 
any use, operation must not be too long delayed. 

I will briefly refer to a source of fallacy in the diagnosis 
of intestinal obstruction which I believe is not universally 
recognised, and which I discussed in a paper read before 
the Clinical Society of London in 1879 (Clinical Soctety’s 
Transactions, vol. 12, p. 224). It is well known that one 
of the commonest and most reliable signs of ascites is 
dulness in the dependent parts of the abdomen, changing 
its site with alterations in the position of the patient. In 
cases of intestinal obstruction this physical sign may be 
present ; there may be dulness in either flank when the 
patient lies on his back, giving place to resonance when 
he is turned on the side, although there is no free fluid 
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in the peritoneal cavity. This phenomenon is to be 
explained as follows: Great distension of the intestine 
exists in such a case; the gut contains, in addition to 
gas, a large proportion of liquid feeces; and the gas and 
the fluid in each individual coil of intestine necessarily 
obey the same physical laws as do the gas-containing 
intestines and the free fluid in ordinary ascites; 7.¢., in 
each coil of intestine the gas will rise to the top in 
whatever position the patient lies, and the feces will sink 
to the bottom. In the diagnosis between acute strangula- 
tion and those acute inflammatory conditions in the 
abdomen which may be mistaken for it, it is evidently 
important to remember that a physical sign which is 
commonly supposed to be diagnostic of the existence of 
free fluid in the peritoneal cavity may be dependent solely 
upon distension of the intestine. 


Mr. MICHELL CLARKE, after some remarks on the 
relative position of physicians, surgeons, and general 
practitioners with regard to cases of intestinal obstruction, 
said: He agreed in the main with what Dr. Markham 
Skerritt had just said; viz., that the difficulty was one of 
diagnosis. It was frequently if not generally impossible 
to make a correct diagnosis early. If this could be done, 
there were undoubtedly certain cases in which an opera- 
tion should be done early; but as this was generally 
impossible, there could be no doubt that in the majority 
of instances the patient would be treated for a longer 
or shorter period with medicines, &c. 

He did not consider that the responsibility of making 
‘a diagnosis so as to establish, or the contrary, the 
necessity for gastrotomy lay wholly with the physicians, 
as Mr. Greig Smith seemed to infer, but that it belonged 
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equally to the surgeon who would perform the operation. 

Nor did he think that Dr. Smith’s proposal that a 
conclave of twenty physicians and twenty surgeons to 
discuss the present position of this question would 
advance it. Rather, it was probable that the diagnosis 
would at some time or other be made easier by the 
discovery by some man of genius (he might even now be 
present in the room) of some means by which it might be 
made more accurate, as Laennec’s discoveries had so 
wonderfully made clear the different diseases of the 
thoracic viscera. 

It was nearly certain that in the early stages an aperi- 
ent would be given, and this whether physician, surgeon, 
or general practitioner should have the first charge of 
the case. It was absolutely necessary in many cases to 
ask the question, Is there a way through with an aperient ? 
and in not a few the response would be favourable. 

But, of course, if a diagnosis could be made that there 
was internal strangulation, or volvulus, or intussusception, 
or, in fact, if it could be made clear that there was an 
insuperable stoppage of whatever kind, there could be no 
good in giving aperients. Nor would it be worth while 
to discuss the question of belladonna, which Mr. Greig 
Smith considered the only medicine worth thinking about, 
nor of feeding the patient upon peptonised milk, &c., nor 
of enemata, nor indeed of anything else; an operation 
would alone give promise of cure. 

He was very glad to hear that an opinion he had 
long held with regard to the long tube (O’Beirne’s) was 
shared by so high an authority as Mr. Treves. It was 
well known to the members of this branch that he (Mr. 
Clarke) had long held that it was very difficult, if not 
generally impossible, to pass this tube through the 
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sigmoid flexure of the colon. Many years ago he asserted 
this, on the occasion of the late Mr. Green having a 
number of cases that he considered he had treated suc- 
cessfully by enemata administered by the long tube, which 
had been passed beyond the sigmoid flexure of the colon. 
Subsequently, some experiments were made in the p.m. 
room of the Bristol Infirmary, and it was found that the 
tube could not be passed. There was one point, however, 
that was important, and that had been overlooked ; it 
was this: The long tube, although it cannot well be 
made to traverse the sigmoid flexure of the colon, can be 
passed well into the lower end of it, and in that way 
enemata can be sent into the intestines that would with 
the ordinary tube merely enter the rectum and come out 
again. With the long tube used in this way great good 
would sometimes be done by letting the fluid flow in by 
gravitation, the pelvis being well raised, and the reservoir 
of fluid hung to the top of the bedstead. In this way, 
after several days of obstruction, he had succeeded in 
relieving an aged patient of about go, some two years ago, 
and this plan of administering enemata was now being 
frequently adopted. 

He considered that the subject of intestinal obstruction 
was too large for one evening’s discussion, and that the 
further consideration of it might well be adjourned to 
another evening; and that it would be well to treat each 
variety, and especially such varieties as internal strangu- 
lation, volvulus, intussusception, &c.; impaction of feces, 
or gall-stones, &c.; pressure from tumours, &c., within 
or without, &c., upon its own merits. 


Dr. GoopRIDGE (Bath): I will not, Sir, at this hour 
touch upon any of the topics that have been so fully and 
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so ably dealt with by previous speakers ;_ but there is just 
one point upon which I should like to be permitted to 
say a word, as, although it relates more to chronic cases, 
and particularly to those of obstruction of the lower 
bowel, it should not pass unnoticed, I think, in a dis- 
cussion on the treatment of intestinal obstruction. We 
all know that, in the cases to which I refer, a stage sooner 
or later arrives when it is not so much acute pain, severe 
as this is apt to be on occasions of temporary increase 
of blockage, as the great tympanitic distension of the 
abdomen, which distresses the patient. It may become 
extreme, and is mainly due, I need not say, to atony of 
the muscular fibre of the gut. For the relief of this 
condition, of late years puncture with needles, or fine 
capillary trocars, has been proposed; but I have seen 
very striking results ensue from the judicious use of 
strychnia. In one case I well remember, of which I had 
the charge many years ago, before operative measures 
were as much in vogue as they are at present, the patient 
was in the greatest possible distress. He had extreme 
tympanitic distension of abdomen, his diaphragm was 
pushed up, and his breathing oppressed to a formidable 
degree ; in short, he was in a most critical condition, 
when, upon the administration of strychnia, followed up 
regularly for eight or ten days, the case gradually assumed 
a quite different aspect ; the abdomen was reduced to a 
concave, the breathing became easy, the bowels were 
largely relieved of their accumulated contents, and the 
general condition of the patient was improved so much 
that, with a pro re natdé recurrence to the same remedy, in 
conjunction of course with other appropriate treatment, 
nearly twelve months, I have no hesitation in saying, 
were added to his life. The presence of annular stricture 
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of the sigmoid flexure, I should not omit to mention, was 
proved post mortem. It has occurred to me to witness 
similar results in other cases. 

As, therefore, extreme abdominal distension does not 
necessarily denote extreme constriction of the bowel, I 
think that a cautious use of strychnia in any case in 
which it had not already been used and failed (and fail 
in every such case of course sooner, or later, it must) 
should precede the introduction of needles, &c., into the 
bowel, useful as this measure may be in its turn; lumbar 
colotomy always remaining as the ultimate resource. 


Mr. GREIG SMITH replied in summary and criticism. 
He congratulated the meeting upon having given ex- 
pression to an opinion upon the whole more advanced, 
and, as he believed, more sound than any that had yet 
appeared as emanating from a discussion. He had no 
doubt but that it would have fruitful results in their 
midst. 
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Clinical Records. 


RETENTION AND ACCUMULATION OF FACES. 
By J. E. Suaw, M.B. 


J. R., et. 153 years, was admitted to the Bristol In- 
firmary on October 16th, 1884, for swelling of the 
abdomen attended with pain. 

He was stated to have suffered from great constipation 
and a more or less distended belly from the time of his 
birth, and had been in the habit recently of having his 
bowels moved about once a month. There had been an 
action of the bowels two days before admission to the 
Infirmary, previous to which there had been no relief for 
five weeks. On account of the increasing distress and 
general malaise, he had been obliged to desist for the 
previous seven weeks from his occupation as a tin-plate 
worker. The patient was an emaciated, cachectic, ill- 
developed lad, measuring only 4 ft. 6 in. in height, but of 
considerable intelligence. He complained of a good deal 
of pain and discomfort in his abdomen, but was able to 


- take his food well, and had no vomiting or other signs of 


intestinal obstruction. 
On examining his abdomen it was found to be enor- 
mously distended (see outline sketch from photograph taken 
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the day after admission), the portion of the walls between 
the epigastrium and umbilicus having been more stretched 


in proportion than that between the umbilicus and pubes. 
The circumference of the abdomen was 423 inches, mea- 
sured five inches above the umbilicus. Round the lateral 
and superior regions of the abdomen ran a raised ridge, 
four or five inches broad, while the central region above 
the umbilicus was a flat, rather shallow depression, 
bounded by the aforesaid ridge, as if a ship’s cable had 
been placed beneath the integuments of the periphery of 
the abdomen. The belly was moderately resonant upon 
percussion all over, more so in the central depressed area, 
and palpation of the raised parts gave one very much the 
idea of a bag containing small potatoes. The liver was 
pushed up under the ribs and diaphragm, which divided 
the widely-dilated short thorax from the abdominal cavity ; 
the other abdominal organs presented nothing peculiar to 
external examination. On exploring his rectum it was 
found to be empty, and widely dilated; while the lower 
end of the sigmoid flexure full of hard faeces, was pushed 
down into the rectum in the manner of an intussusception. 

The symptoms not being urgent, he was placed upon 
moderate doses of aloes and nux vomica, taken twice 
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daily ; in the course of three days his bowels began to act 
slightly, large pieces of dark-coloured feces being passed. 
Two days later, in order to facilitate the escape of fecal 
matters and to stimulate the contraction of the large 
intestine, enemata containing oil of rue were added daily 
to the treatment. Extremely copious motions were then 
obtained, three or four pounds weight of feces being 
passed per diem for a day or two, after which the left side 
of the abdomen had sunken in, while the still distended 
ascending colon stood up a lofty hummock in the right 
side of his belly. As this rapid evacuation of the bowels 
led to considerable exhaustion, the enemata were discon- 
tinued for some days; but returning constipation made 
them necessary again, with the further addition of a 
dose of house-mixture every morning a few days later. 
On Nov. 5th he was seized with severe abdominal pain 
of a colicky nature, with vomiting and a pinched look 
in his face, leading one to fear that a block might have 
occurred in his cecum; the temperature was not raised, 
and his bowels did not cease to act, though his aperi- 
ents were discontinued. On the 6th he was placed upon 
frequent doses of belladonna, upon which he improved, 
and on the gth had a dose of ol. ricini, which was repeated 
each evening. On the r2th, the simple enema was re- 
piaced by one with turpentine, upon which his bowels 
were moved eight times. From this time no further 
trouble was met with in obtaining the continued free use 
of his bowels; but though his large intestine was thus 
emptied of its solid contents, it was found that the relaxed 
abdominal walls readily permitted of its dilatation by 
gaseous accumulation. On Nov. 15th the descending colon 
measured transversely 5} inches. He was therefore 
ordered to have the current from 15 cells of the constant- 





46 RETENTION AND ACCUMULATION OF FACES. 


current battery applied across the abdomen every evening. 
His weight on Nov. 21st was 4 st. 3 Ib. 

After this the treatment of his case consisted simply 
in the determined administration of purgatives, with 
strychnia, the battery, and enemata, as there was a 
tendency for fecal matter to re-accumulate, imparting a 
doughy feel to his abdomen on palpation, if the energy 
of the treatment was relaxed. On Dec. 4th, for example, 
he took in the early morning a draught of mag. sulph. 
and senna, three doses of an aperient chalybeate mixture 
with strychnia; in the afternoon he had a simple enema, 
and at night a pill composed of podophyllin gr. } and pil. 
scammonii co. gr. iv., as well as the battery. Notwith- 
standing this purgation he rapidly improved in health and 
strength, and, having now a good appetite, laid on flesh, 
so that when discharged on Dec. 29th he weighed 5 st. 6b. 
His abdomen was reduced to nearly a normal degree of 
protuberant distension (for more than a month it had been 
transversely of a normal oval instead of a sinuous shape, 
the contour of the colon not being visible through the 
abdominal wall), and had almost completely lost the 
doughy feel. During the last 48 days of his stay in the 
Bristol Infirmary he-had 241 actions of the bowels, or an 
average of five per diem. 

On Feb. 11th, 1885, he exhibited himself at a meeting 
of the Bristol Medico-Chirurgical Society, greatly im- 
proved in health: his abdomen measured 26 inches in 
circumference above the umbilicus, and was in all respects 
normal except that at the line of junction with the thorax 
it was still abnormally wide. He continued to find 
aperients necessary, and was taking nightly a pill con- 
taining podophyllin gr. 4, pil. col. et. hyos. gr. iv. 

Remarks.—Although so far this case may be considered 





MANGANA WATER. 47 


highly satisfactory, still the boy’s life will be for many 
years in constant jeopardy. The tendency for his large 
intestine to become a mere cesspool, from which only an 
occasional overflow takes place, will remain, and his life 
may terminate either by obstruction, by passage of feces 
into his vermiform appendix, or by twisting of the caecum 
upon itself. The boy and his friends were warned of the 
potential danger in which he lives, and urged to be upon 
their guard against allowing constipation to occur. 

Probably he would only be cured permanently by the 
establishment of an artificial anus communicating with 
the lower end of his ileum for a period of some months, 
thereby permitting his colon to lie empty and gradually 
contract in calibre. In the face of immediate success it 
seems difficult to insist upon this extreme measure of 
radical cure just now. 


MANGANA WATER. By E. Lone Fox, M.D. 


The manganesian waters of Cransac have been famed 
as a curative agent since A.D. goo. The village of Cransac 
is situated in a valley in a mountainous region of the 
department of Aveyron, in the South of France. The 
waters were chiefly noted for the large amount of sulphate 


of manganese contained in them. They were mainly 
useful in chronic non-inflammatory disorders of the ali- 
mentary canal, especially those of an hepatic origin, and 
in various forms of amenorrhcea. Dr. Bras, physician 
to the chief hospital of Villefranche, reports the cure by 
these waters of enormous chronic enlargements of the 
liver and spleen in soldiers returned from Africa. Within 
a recent period, however, the nature of the constituents 
of these waters seems to have changed, and they now 
contain merely traces of manganese. 
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In the course of last year it suggested itself to Dr. 
Griffin, analytical chemist of this city, to form an imitation 
of these waters as they existed in former times, and to 
combine the important ingredients with aérated water, at 
once to make the combination more wholesome and more 
pleasant. Mr. Keevill, of York Buildings, Clifton, has 
followed out his suggestions, and now supplies under the 
name of ‘‘Mangana Water” an effervescing mixture of 
this composition :— 

Manganesii Sulph., gr. vii. ss. 
Ammonii Chloridi, gr. xv. 
Tinct. Zingiberis, m xv. 
Aque Flor. Aurantii, m x. 
Aque c. CO? ad § x. 

It would not be becoming in me to say anything that 
might seem to be a testimonial of an article of commerce ; 
but I venture to ask my professional brethren to give 
some trial to this convenient therapeutical agent, especially 
in chronic congestion of the liver, and I think they will 
agree with me in finding it useful. The Mangana Water, 
like the Cransac springs, would be contra-indicated in 
acute phthisis, acute internal inflammatory disorder, and 
in febrile conditions generally. 


COMPOUND COMMINUTED FRACTURE OF THE 
LEFT FEMUR, WITH MUCH LACERATION 
OF THE SOFT PARTS AND THE KNEE 
JOINT FREELY OPENED. By Cnartes F. 
PICKERING, F.R.C.S., Surgeon to the Bristol General 
Hospital. 


W. H., aged 26, a brass moulder, was knocked down 
by a tram car and run over. On admission to the hos- 
pital on June 2oth, 1884, immediately after the accident, 
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the patient was found to have sustained a compound 
fracture of the femur, just above the condyles, with a 
lacerated wound, about four inches by six inches in extent, 
on the posterior surface of the thigh, and with apparent 
loss of a large piece of skin, thus exposing the muscles, 
which were bruised and lacerated. This wound commu- 
nicated freely with the knee joint, and allowed of the 
finger being passed easily into the joint, across to the 
other side of the thigh, and down into the popliteal space. 

The wound was thoroughly washed out with carbolic 
lotion I-20 ; some small pieces of loose bone were removed ; 
three drainage tubes were inserted, and the parts sur- 
rounded by a carbolic gauze dressing. 

It was decided (after consultation with my colleagues) 
that an attempt should be made to save the leg, and to 
see what conservative surgery could accomplish. 

For the first two weeks after the accident the patient’s 
pulse averaged from 8o0-go, and the temperature from 
99°-101°, but on two occasions nearly reaching 102°; from 
this time the temperature was constantly normal. For 
the first 18 days the dressings required changing daily on 
account of the free serous oozing, the following two 
weeks every other day, and afterwards about once a week. 

Although some sloughing of the soft parts occurred, 
the wound during the whole time was entirely devoid of 
local inflammatory symptoms. No tension was ever pre- 
sent, and the knee joint healed up as if it had never been 
opened—I should say better, for there was no swelling or 
pain at any time, symptoms so common in fractures of 
the femur low down. 

The patient was suffering from a good deal of shock 
when admitted, and continued to look pale and anxious 
for about 14 days afterwards, and to show that the dis- 

5 





50 FRACTURE OF FEMUR. 


charges and the shock of so severe an accident were 
telling seriously upon the system; but at the end of a 
fortnight he began to put on flesh and to look happy and 
well. 

The bone did not unite kindly for the first month; 
I think this was owing to the frequent movement 
which changing the dressing entailed; but by Aug. 14th 
there was good union, and the wound was healing rapidly. 
A Croft’s plaster splint was now substituted for the long 
Liston splint. 

On August 22nd the patient left his bed for the first 
time. 

August 29th. The fracture was firmly united, and 
slight movement in the knee joint was present. 

September 12th. The patient left the hospital, with 
the leg supported by a Croft’s splint. The wound was 
still dressed with carbolic gauze dressings, but was now 
quite superficial and healing rapidly. The movement in 
the joint was increasing. The patient was instructed to 
come to the hospital weekly to be dressed. 

November 29th. The carbolic gauze dressings were 
left off, and ung. pot. chlor. ordered, with which the 
patient was instructed to dress the wound daily. The 
sore was now rather larger than a crown piece, and still 
healing, notwithstanding the extent of the cicatrix sur- 
rounding it. There was fair movement in the joint, and 
the patient could walk well with the aid of two sticks. 
The leg was shortened by about half an inch, but was 
firm and strong. The Croft’s splint was left off, as the 
thigh did not now require support. 

Remarks—In many compound fractures of the thigh 


with open wound of the knee joint, that the leg has been 
saved without the employment of strict antiseptic pre- 
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cautions is undoubted; but I would maintain that the 
surgeon who would have tried to save the leg in so serious 
a case as the above without their most rigid employment 
would have been bold indeed, as the life of the patient 
must necessarily be seriously endangered. 

The object I had in view was not only to save the 
leg, but to give the patient a useful joint; in which I 
fortunately succeeded. 

(I must thank the House Surgeon (Mr. J. W. Penny) 
for his valuable help in the dressing of the case, which 
wanted most constant care and attention. | 


PENDULOUS FATTY TUMOUR OF THIGH. 
By SHIRLEY DEAKIN, F.R.C.S. Eng.; Surgeon, 
Bengal Service. 


About seven years ago I removed a fatty tumour, very 
similar in appearance to that depicted in plate VII., p. 126 
(1883) of the Bristol Medico-Chirurgical Fournal. The 
patient, I believe, was a young man, a native of India, in 
good health, and the wound healed rapidly. When the 
scrotum was not held aside the tumour appeared to be a 
very pendulous scrotum at first sight. This is the only 
case that I remember to have seen in practice. I have 
notes of the case, but cannot lay my hands on them at 
present. 





Notes on Books. 





The Curability and Treatment of Pulmonary Phthisis. By 
S. Jaccoup, Professor of Med. Pathology to the 
Faculty of Paris, &c. Translated by Montacu 
Lusspock, M.D. London: KEGAN PAUL, TRENCH, 
& Co. 1885. 


This book, written by one of the best authorities on the 
subject, contains the substance of lectures delivered in 
December, 1880, and January, 1881, before the discovery of 
the tubercle bacillus by Dr. Robert Koch in 1882. At the 
meeting of the International Congress in Copenhagen, in 
1884, it was asserted by Dr. Jaccoud, in elegant and forcible 
language, that the discovery of the bacillus had been abso- 
lutely sterile in its effects upon the treatment of phthisis, and 
that the discovery was of no value in a therapeutic sense. 
Accordingly, one would not expect to find in this book any 
of the later methods of treatment directed towards the 
destruction of the bacillus, and a perusal of the 407 pages 
of matter contained therein enables the reader to perceive on 
what foundation Dr. Jaccoud’s statement rests. It might be 
supposed that an account of the treatment of phthisis in 
which the bacillus is left out of consideration would be quite 
out of date; but the author strongly held to the opinion that 
tuberculosis is an infectious disease, that the infective agent 
passes in some way from person to person, and that auto- 
infection is possible, the virus being disseminated through 
the body from pre-existing caseous or tuberculous deposits. 
The nature of the agent was quite unknown to him; nor 
could he describe its conditions of life, as can now be done. 
Malnutrition was believed to be the chief factor in the 
liability to tuberculosis; and the actual production of 
tubercle, whether it be an exudation or cellular formation, 
was regarded as due to an irritative process termed ‘“‘ phyma- 
togenous irritation,” or to actual inflammation of the lung. 
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The discovery of the bacillus has only confirmed the truth 
of such views as these. The most ardent advocate of the 
causal relationship of the bacillus to the disease cannot set 
aside the questions of malnutrition and the resisting power 
of healthy tissues to oppose the germination and reproduction 
of bacilli. The opinions of the author—built up on a very 
large experience, established on so advanced a pathological 
basis, described and illustrated in forcible language, and 
containing much that is new in the details of treatment— 
cannot fail to be of interest. Further, another fact gives the 
book an especial interest: the author holds strongly “that 
phthisis is curable in all its stages; this is the prolific notion 
which presides over the whole history of the disease, and 
which should increasingly inspire and direct all medical 
action. The incurability proclaimed by Laennec and his 
followers is disproved by pathological anatomy and clinical 
observation. None should therefore allow themselves to be 
influenced by such condemnation, which is but a historical 
souvenir. When the existence of tubercles in the lung is 
recognized, it should not be inferred from that moment that 
he who has them is doomed to death in consequence of their 
presence. . . . The enemy can be conquered: this is 
the idea which should engender and sustain every effort” 
(p. 28). 

It will be naturally asked whether the author has any 
special methods of treatment by which his results have been 
obtained, and it will be of interest to elucidate any special 
features by which his treatment differs from that which is 
generally employed. In two chapters, comprising 58 pages, 
he lays great stress on the prophylactic treatment, which 
includes not only all the usual hygienic measures, but com- 
prises also hydro-therapeutic, and aéro-therapeutic or pneu- 
matic treatment, by means of compressed air. Concerning 
this last method he says: ‘In short, continued maintenance 
of the lesions in a stationary condition, more or less marked 
diminution in their extent, or even their complete disappear- 
ance, may be expected if the practice of aéro-therapeutics 
be properly carried out.” He advises that a good red wine 
should form part of the diet, even in the case of those persons 
who have not been accustomed to take it; and in the morning 
and afternoon, between the two meals, a quantity of milk, 
increased gradually to nearly a quart (a litre). On this latter 
point he says: “If possible, the milk should be drunk in the 
cowshed at the time of being drawn;” and further: ‘My 
conviction is so strong that I give this advice” (breathing the 
air of the cowshed for one hour daily) ‘‘ even to patients who 
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are unwilling or unable to take milk.’ Koumiss is well 
spoken of as easy of digestion, and combining the nutritive 
qualities of the milk with the stimulating effects of the 
alcoholic beverages. As regards medicinal treatment, he 
places cod liver oil first, as the agent which seems to be the 
most powerful in its therapeutic results; but it should be 
given in larger doses than are commonly employed, as no 
advantage will be gained by the daily administration of one 
or two teaspoonfuls. When two tablespoonfuls can be taken 
daily, there will be but little difficulty in increasing the 
amount to four or even six tablespoonfuls; and this is the 
least quantity considered, in the author’s opinion, to be of 
real service. He would limit the quantity only by the 
capacity of the patient to digest it. Many patients can take 
from seven to ten ounces daily, and the remedy should be 
given in as large a quantity as can be borne, three or four 
ounces being considered the minimum dose necessary. He 
considers the presence of pyrexia to be an absolute contra- 
indication to cod liver oil, which should then be replaced by 
glycerine, which is well digested even when pyrexia exists. 
One or other of these two agents may be permanently 
administered, the one occasionally taking the place of the 
other; and the glycerine is found to supply the place of the 
cod liver oil to an extent which is really beneficial. The dose 
of glycerine given is three to four tablespoonfuls daily, com- 
bined with a drop of essence of mint and two drachms of 
brandy or rum, to modify the insipidness and to promote 
digestion. 

Arsenious acid, in granules of one milligramme, is also 
given; two granules daily at first, gradually increased up to 
six, eight, or ten. The association of arsenic with cod liver 
oil or glycerine is believed to be the most sure means of 
obtaining that organic repair which is needed, and ‘such 
treatment is not only sure, but infallible in this sense, that 
after a time, which varies from five to six weeks, a positive 
improvement is always found to occur in the general con- 
dition, the appearance, the strength, and weight of the 
patient ” (p. 145). 

At the same time that hygienic, mechanical, and medicinal 
means of treatment are directed to the general condition of 
the patient, certain fundamental indications furnished by the 
local lesion should not be overlooked, and counter-irritation 
should be not only adopted, but continued with unswerving 
perseverance. The form of counter-irritation adopted is the 
Vienna paste, which is applied in three places beneath the 
clavicle on one or both sides, according to the seat of the 





NOTES ON BOOKS. 55 


lesions ; croton oil, tincture of iodine, and other applications, 
are also employed. 

The tendency of the disease to induce pulmonary catarrh 
is to be combated by means of balsams, tar, or turpentine, 
taken internally or in the form of inhalation. Creosote is 
believed to be by far the best of this class of remedies, as it 
“‘acts more rapidly and with greater certainty; it diminishes 
the expectoration, and by its effect upon the bronchial tubes 
prevents any extension of the catarrhal lesions, thus notably 
reducing the extent of the pulmonary changes. Nor is this 
all, since creosote seems also to have some effect upon the 
fundamental lesions themselves, and to promote the sclerotic 
change, by means of which recovery is found to occur.” It 
should be given in small doses at first—three minims daily, 
and increased one minim in each week until as much as five 
or even six minims are given daily. This dose should never 
be exceeded, and is but rarely reached, since a small dose 
is effectual, and does not expose the patient to the danger of 
gastralgia: it may be combined with the cod liver oil, the 
three minims of creosote being mixed with the daily dose of 
oil, and one drop of essence of peppermint added. The 
following combination is also found to be pleasant and well 
tolerated: glycerine, twelve drachms; cognac or rum, three 
drachms ; creosote, three to six minims; essence of pepper- 
mint, one minim: this mixture being the quantity for one 
day, given in divided doses. 

To subdue pyrexia, the hydric bromate of quinine, in 
doses of about twenty-two grains, is administered; and if 
gastric troubles contraindicate it, the drug is given hypoder- 
mically. Salicylic acid is, however, generally considered 
preferable, as it combines a more powerful antiseptic action 
with its antipyretic effects; thirty grains are given on the 
first day, and twenty or fifteen grains on the second and third 
days; the most convenient form of administration is that of 
tablets of seven grains, given four to seven within one hour, 
a large glass of water containing two or three teaspoonfuls 
of brandy being taken with each tablet. 

The inhalation of carbolic acid and solution of benzoate 
of soda are believed to be of service when active excavation is 
going on; but when the cavities are dry and of fixed size 
inhalations do not appear to be of service. 

The treatment of the various digestive symptoms—vomit- 
ing, diarrhoea, &c.—does not call for special comment, nor do 
the measures used for checking hemoptysis. 

The four remaining chapters of the book are a voluminous 
account of treatment by mineral waters and climates. The 
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personal acquaintance with the various places mentioned 
which the author claims gives him a right to speak with 
authority in this part of his subject, as he does on all other 
topics throughout the volume: the personality of the writer is 
a striking feature through all its pages. One would like to 
know on what amount of evidence some of the conclusions 
are founded; but the phrase, ‘‘in my opinion,” is one which 
teems on almost every page, and which one must accept as 
the authoritative dictum of one who feels that he is in all 
points master of his subject, and has much to teach. 

There is, however, one point on which the author is silent, 
and ere long a second edition will be necessary, in order that 
the newer methods of treatment, founded on the specific 
nature of the disease and its parasitic origin, may be fully 
described, and the results detailed. On this subject it is yet 
premature to dictate, as the various methods are still sub judice. 
Some of these have already obtained results superior to those 
recorded previously ; the internal administration of iodoform, 
the method of continuous inhalation advocated by Burney 
Yeo and Solis Cohen, and the use of intra-pulmonary in- 
jections, hold out a hope that the phthisical patients of the 
future will have a better prospect, not only of temporary relief 
but of permanent recovery, than even the encouraging pro- 
gramme held out to them by Dr. Jaccoud. 


Lectures on Mental Disease. By W.H. O. SANKEy, M.D. 
Lond., F.R.C.P., &c., &e. Second Edition, with 
illustrations. London: H. K. Lewis, 136 Gower 
Street, W.C. 1884. 


After a lapse of some years, Dr. W. H. O. Sankey has 
issued a second edition of his Lectures on Mental Disease. In its 
former state it was valued for its clinical utility, and has now 
been brought more nearly up to date, and embellished with a 
few well-executed chromo-lithographs, illustrating some points 
in the histology of the brain both in health and under con- 
ditions of mental disease. The whole book will be found to 
well repay perusal by those who are not specialists, and still 
more, of course, by those who are alienists. 

The chapters on General Paralysis we thought specially 
good and instructive; the apparent completeness of the re- 
missions in that disease deceives not only the patient and the 
patient’s friends, but occasionally the doctor himself also, who 
is duly taunted with the incorrectness of his prognosis, and, 
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being perhaps wrongly convinced of his own error, proceeds 
to eat the leek in meek submission, until the relapse and 
speedy death justify his original verdict. The simple yet 
scientific classification of mental diseases which Dr. Sankey 
adopts is much to be commended and preferred over either 
Griesinger’s purely symptomatic arrangement or the hair- 
splitting mode of sub-division practised by Skae. 

The book hardly lays claim to be a perfect treatise on 
insanity, of which for English readers there is still an absence. 
When will some one “supply a want which has long been 
felt,” and give us a complete text-book, without which “no 
physician’s library would be complete”? Dr. Savage’s recent 
manual is very good quantum valeat, but that is not quantum 
suficit. ‘To our leading alienists the whole profession, like the 
daughters of the horse-leech, is crying, ‘‘ Give, give!” 


Notes on Materia Medica and Pharmacy. By FREDERICK 
T. RosBerts, M.D., B.Sc., F.R.C.P. London: H. 
K. LEwis, 136 Gower Street. 1884. 


In reviewing recently Dr. Mitchell Bruce’s Manual of 
Materia Medica, we called attention to the fact that admirable 
as his book was, as a whole, it appeared to treat somewhat 
insufficiently the departments of Pharmacy and Pharma- 
ceutical Chemistry, so that the student preparing for an 
examination in Materia Medica would find it necessary to 
seek for further information elsewhere on these subjects. Dr. F. 
T. Roberts has now issued that part of the notes for his course 
of lectures on Materia Medica at University College, which 
relates to Materia Medica, Pharmacy and Pharmaceutical 
Chemistry. This excellent manual will form the complement 
of Dr. M. Bruce’s book, and if conciseness has. been aimed at 
until something like aridity has been obtained, the book will 
be but so much the better suited for the student, whose know- 
ledge of Materia Medica for examination purposes is usually 
limited to the acquirement of a few fugitive statistics and facts. 
To assist the student in this process we think Dr. Roberts’ 
book will be of very high value, the organic materia medica 
and the summary of officinal preparations being arranged in 
a most convenient form. Dr. Roberts, having thus provided 
his students with a manual of pharmaceutical mnemonics, 
intends to lecture in future on Therapeutics only. O fortunatus 
namin ! 
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Handbook of Diseases of the Eye. By H. R. Swanzy. 
Pp. 437. London: H. K. Lewis. 1884. 


The book before us would seem particularly well suited 
for the use of busy practitioners. It contains full information 
on Diseases of the Eye ; it is well arranged, pleasantly written, 
and printed in good type. 

Symptoms, causes, and prognosis are adequately discussed ; 
treatment is very clearly and thoroughly dealt with. Con- 
junctivitis, a disease of much importance in family practice, 
is treated at unusual length. The physician will find full 
information on affections of the optic nerve and retina. There 
is a good practical chapter on sympathetic ophthalmitis, and 
glaucoma receives the space that its importance demands; it 
is carefully considered with all recent knowledge on the sub- 
ject. Operations are well illustrated, and fully described, 
especially those for cataract and plastic procedures on the lids. 

The chapters dealing with the dioptric apparatus of the eye, 
and errors in refraction, are, we think, less satisfactory. 
Nothing is more important in the treatment of asthenopia than 
a thorough knowledge of the use of spectacles; indeed scarcely 
any case comes under the care of the ophthalmic surgeon 
where some help from lenses is not given, and the physical, 
physiological, and therapeutic aspects of hypermetropia and 
short-sight cannot be too thoroughly dealt with, and might be 
most satisfactorily combined in a student’s handbook. The 
methods of experimenting on the acuteness of vision, and on 
the condition of the visual field, are not up to the general 
standard of the book; whilst retinoscopy and color blindness 
are briefly but very ably described. Perhaps the best work 
in the book is that on the action and impairment of the pupil 
and of the orbital muscles. 

Mr. Swanzy’s book will be found most reliable and useful 
to those of us who, in the busy exercise of all branches of the 
art of healing, may require aid in dealing with diseases of the 
eye. Its author has every right to speak with authority. 


Elements of Surgical Diagnosis. By A. PEARCE GOULD, 
F.R.C.S. Pp. 562. London: CAssELL & Co. 1884. 


It may be prejudice, but we confess to a want of sympathy 
with a surgeon who describes himself in the title-page of his 
work as ‘“‘ Surgeon to the London Temperance Hospital.” If 
such a surgeon acts up to the spirit of his propaganda, then 
we believe that his patients suffer, and that he is not to be 
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trusted as an enlightened teacher of the practice of surgery. 
His temperance tenets, however, may not interfere with his 
capacities for diagnosis. 

There is undoubtedly room for an English work on Sur- 
gical Diagnosis; and to this work, as one of the excellent 
series of manuals issued by Cassell and Co., we were prepared 
to give the same hearty welcome that we have given to its 
fellows. We are sorry that we cannot unreservedly do so. In 
many respects the book is worthy of commendation. It is 
full; it is clearly and tersely written, and it shows evidence 
of much reading—we had almost said of too much reading. 
At all events, there is evidence of a want of clinical insight 
and practical knowledge, which occasionally results in a 
curious want of the sense of proportion in estimating the 
values not only of the symptoms, but also of the facts on 
which they are founded. We could fill several pages of 
extracts to illustrate our criticism ; but one or two sentences 
must suffice. Speaking of the organisation of blood-clot, he 
says (p. 47): “If a wound be wholly or in part filled up with 
a blood-clot, and this clot do not soften and flow away, but 
remains firm and fixed; and if after several days a thin dry 
layer of it separate and show a soft delicate cicatrix below, it 
is called organisation of, or more correctly in, a blood-clot. This is 
the process which has long been familiar in small wounds as 
healing undey a scab.”” We would not dare to express an opinion, 
derived as it would be merely from his written language, that 
Mr. Gould has never seen an organising blood-clot; but we 
are almost certain that he has seen enough to prove that clot 
organisation is not ‘‘the process” of ‘healing under a scab.” 
If he has not, we must recommend a visit to a vaccination 
station, or a place of entertainment frequented by Irishmen, 
where he will see other processes of healing under a scab. 

On page 129 we meet this statement: ‘‘ The presence of 
local emphysema or of a pneumatocele proves a fracture of 
vibs.”” Imagine the consternation of a senescent College of 
Surgeons examiner when confronted by such a remark from 
the lips of a young student! The glib facility with which the 
unpractised student will jumble up the most ordinary and 
unimportant with the most rare and serious symptoms is 
sometimes startling to the experienced man: he would find 
plenty of sentences of this sort in the book before us. 

We doubt if this work will be much patronised by students. 
In the main it is abovethem. The balance of symptomatology 
is not evenly maintained. The arrangement of facts is neither 
easy nor natural; and there is too much overlapping of state- 
ments. Still, we believe that Mr. Gould has here collated the 
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materials of a very useful work. With a free use of the 
pruning-knife, a more exact appreciation of admitted facts, 
and a rearrangement of its contents, we believe that the book 
might have a future before it. 


Intestinal Obstruction. By FREDERICK TREVES, F.R.C.S. 
Pp. 515. London: CassELL & Co. 1884. 


How is it that the taste of Messrs. Cassell, so exquisite in 
other walks, has led them into the dreadful primitive cerulean 
tint of the work now before us? 

Our objection to the exterior of the book, however, does not 
apply to its interior; for it is undoubtedly one of the best of its 
series. Mr. Treves has set about his work in the true spirit 
of the scientist. He has formulated a definite arrangement of 
his facts at the beginning, and adhered to this arrangement 
throughout. He has collated the works of others, summed 
them up, tabulated and generalised them, and made his 
deductions from them with extreme patience and great ability. 
Nor are there wanting evidences of high-class original work. 
If we were to fix on one part of the work more excellent than 
another, we should select the chapters on Diagnosis, which, 
for abundance of detail and clearness of arrangement, we have 
nowhere seen surpassed. 

At the present time, when the treatment of intestinal 
obstruction by abdominal section is pressing for solution, the 
appearance of Mr. Treves’s work is most opportune. It is 
easy to foresee that the facts he records, and the by no 
means half-hearted advocacy which he puts forth, will have a 
powerful influence on the final settlement of this question. 


Practical Pathology. By G. Sims WoopHEAb, M.D. 
Second Edition. Pp. 534. Edinburgh: Younc J. 
PENTLAND. 1885. 


The very high opinion as to the merits of this work which 
we have already expressed has been more than confirmed 
by the rapid call for a new edition. Careful revision, the 
rewriting of some parts, and the addition of much new matter, 
have still further added to the excellence of the work. 

We would again call attention to the very superior manner 
in which the publisher has performed his part of the work. 
We have seen no medical handbook produced in England 
with so much combined excellence of printing, paper, binding, 
and engraving. It is positively a pleasure to handle the book. 


a pl PERRO a 
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Medical Extracts. 


On the Use of Cocaine in Chronic Pharyngitis. 


Dr. Jahn, of Grevesmihlen, reports, in the Deutsche 
Medizinal-Zeitung of March gth, 1885, that he has found the 
following mixture, containing cocaine, of great value in the 
treatment of certain forms of primary chronic pharyngitis :— 

Cocaine it ee eee wes | SOR SONGS 

A i eT el. 

pe ee ‘OI . 

B@sGests ccs. ss ee . 35°00 ae 
He painted this see on the pharynx once or twice a day, 
and found that when it was done in the evening, the vomiting 
which so frequently ensues as the result of the effort to cough 
up thesmall plugs of mucus characteristic of the disease did 
not take place on the next morning, and the irritability of the 
throat was less. The effect appears to have lasted about 
eight or ten hours, when the painting should be repeated. 

Dr. Jahn also suggests its use in the vomiting of phthisis, 
where he thinks it will supersede Woillers’s use of strong solu- 
tions of bromide of potash. 

The carbolic acid in the mixture is added simply to enable 
it to be kept undeteriorated for a considerable time. 


Cocaine in Affections of the Nose, the Throat, and 
the Ear. 


Dr. S. von Stein, writing in the Med. Obosrenige, says that 
he has used a 5°/, ointment, partly made with pure cocaine 
and partly with the hydrochlorate. He prefers to use the 
drug in the form of ointment rather than in that of a solution, 
as the former remains longer in contact with the mucous 
membrane, and so is most economical; and also the bitter 
taste of the drug is not so noticeable, which is an advantage 
in dealing with children and sensitive patients. 

Dr. S. has used it successfully in laryngitis (acute, chronic, 
and phthisical), the swelling and pain being lessened by it; 
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rhinitis (acute and chronic); and in acute otitis media, with 
perforations of the membrane. 

Also, he has used it to anesthetise the inferior part of the 
nasal forsa, and so rendered it easy to catheterise the Eusta- 
chian tube in sensitive subjects. He found that it was of 
especial value in the diagnosis of an exudation in the middle 
ear. After dropping into the outer ear a solution of 1 to 5,/°, 
the tympanic membrane becomes pale, and the promontory 
can be seen through it in the healthy ear. The membrane is 
not, however, anesthetised, but only somewhat less sensitive. 
In a case of perforation of the membrane, Dr. S. observed 
that after dropping some of the above solution, the mucous 
membrane of the middle ear also became pale. No ill con- 
sequences ever ensued.—Deutsche Med.-Zeit., March 12th, 1885. 


Periodically Recurring Paralysis of the Oculo- 
motor Nerve. 


Dr. P. J. Mobius, of Leipsic, reports the case of a girl, six 
years of age, in whom total paralysis of the right oculo-motor 
nerve took place every year since she was eleven months old. 
It was accompanied by vomiting and severe pain in the eyes 
of some days’ duration, and gradually disappeared in eight or 


ten weeks, with mydriasis. The attacks have been more 
severe as she has grown older. The first lasted three days ; 
some of the following, eight or nine weeks; the last one, ten 
weeks. Between the attacks the child is lively; but the 
mother states that she is timid, and at times jumps up in the 
night as if she were insane, and once tried to jump out of the 
window. The attacks of paralysis appear to come on very 
gradually, as was also noticed by Von Hasner and Saundby 
in their cases. The periodicity, as in some other nervous 
affections, migraine, &c., is not explainable. As to the 
seat of the affection, Dr. M. places it in the region of the 
root of the oculo-motor nerve, and especially because of the 
accompanying headache and vomiting, symptoms which are 
not found in peripheral paralysis on the one hand, and are 
observed in cerebral paralysis on the other. The pain is pro- 
duced by irritation of the ‘ descending root of the trigeminus,” 
which is situated near the nucleus of the oculo-motor, and 
the former must (seeing that the pain is distributed over the 
forehead, and even the whole of one-half of the head) contain 
sensory fibres for the dura mater, as well as for the eye itself. 
In this way the pain of migraine, or of cerebral tumour, 
can be better explained by supposing an irritation of the 
*‘ descending roots” rather than of the dura mater itself. The 
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writer ascribes the periodically recurring oculo-motor paralysis 
to an anatomical permanent, possibly slowly progressing, 
lesion in this region of the brain. The fact that the pain 
ceases when the paralysis begins may be thus explained: at 
first a swelling of the affected part exists and compresses the 
tissue in its neighbourhood; then later on this ceases; there- 
fore, if the swelling be absent, then the pain is absent. We 
may, the author considers, thus explain why chronic, especially 
simple atrophic, processes may go on in the region of the root 
of the oculom-otor nerve without pain. —Deutsche Med.-Zeit., 
March sth, 1885. 


Notes on Two of the Newer Remedies. 


Dr. Leubuscher, of Jena, reports the following, from Pro- 
fessor Rossbach’s Clinic : 

1. DiaTHYLACETAL (AceETAL).—This drug has been tried, 
especially in asylums, and most observers are agreed that it is 
not of much value in inducing sleep or quieting the patients ; 
in fact, it was found that it made them more restiess. Given 
in chorea, a child of ten years old took 5 grammes without 
effect, then it took 7°5 grammes, and in about one minute 
afterwards redness of the skin appeared, at first noticeable 
here and there on the face, but gradually becoming more 
and more diffusely spread over shoulders, chest, and extremi- 
ties, in the latter especially in the region of the joints. The 
spots were not raised above the level of the surrounding skin, 
nor were they painful to pressure; but they felt hotter than 
the unaffected parts. Salivation ensued. Pupils moderately 
dilated ; reacted to light well; heart much excited; pulse 144. 
The redness of the skin disappeared after four or five hours. 

2. OLEUM GAULTHERI#.—In a large number of cases of 
acute rheumatism which were treated with the above, a 
prompt effect was produced in every case, just as would be 
produced in similar cases by salicylate of soda; noises in the 
ears and deafness were also noticed on using ol. gaulth., just 
as in sod. salicyl. Within a short time the appetite was 
entirely destroyed, and the digestive system injuriously 
affected. The dose was 16 minims in capsule every two 
hours.—Deutsche Med.-Zeit., Dec. 25th, 1884. 

[Dr. B. J. Baron would like to add that he has tried the 
above drug at the Bristol General Hospital, i in several cases 
of acute rheumatism, and has found that it is a very promptly- 
acting anti-pyretic in this disease, the temperature coming 
down to normal in a very short time, and not rising again, 
except under exceptional and otherwise explainable « circum- 
stances; the pain in the joints also is rapidly lessened. As 
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to the effect on the heart, the usual cardiac complications did 
not appear to be affected differently from what they are under 
the use of salicylate of soda. Vomiting was not produced by 
ol. gaulth., as it so often is by sodz salicyl.; but most of the 
patients complained very much of the disagreeable taste of 
the drug. Noises in the ears and deafness were not produced 
SO frequently as when the salicylate was used; still, these 
disagreeable effects were observed very typically in one or 
two cases. The drug was given in 1o-drop doses in an emul- 
sion, every hour for four or five hours, and then every two 
hours; the intervals being lengthened after 24 to 36 hours, 
the dose remaining the same. | 


Carnrick’s Beef Peptonoids. 


The value of this preparation has been well shown by Dr. 
A. Stutzer, of Bonn, in his report on the various preparations 
of meat now in the market. 

It is a fine dry powder, made up of meat, wheat gluten, 
and vaporised milk; it is accordingly a mixture of easily 
digested nitrogenous materials of high nutritive value. 
Chemical analysis shows that one hundred parts by weight 
contain as much peptone and readily digestible albumen as 
in 898 parts of Liebig’s extract of beef. It also contains 
10.67 per cent. of fatty matter, and 10.02 per cent. of soluble 
non-nitrogenous carbo-hydrates. 

Its chemical composition should give this combination a 
very high position in the dietary necessities of the sick-room ; 
it requires only to be tested,.and its merits are at once 
realised, inasmuch as patients take it readily, find no fault 
with it, and the results show that it has a real nutritive value. 


Malignant Pustule cured by intravenous injections 
of Phenic (Carbolic) Acid. 


J. P., zt. 29, of robust constitution, came under my notice 
on the 1gth of April last, suffering from six malignant pustules, 
three of them on the right forearm, one on the right hand, 
one on the left temple, and one on the neck, this last giving 
rise to a considerable amount of swelling. The patient was 
in a high fever, suffering from dyspepsia and a general feeling 
of illness. He stated that three weeks previously he had 
eaten of the flesh of an ox that was found dead in a field. 
On the 14th of April, sixteen days after eating the flesh, he 
noticed that the glands of the neck began to swell. On the 
17th he was in a high fever, and the swelling extended to the 
chest and face ; he then noticed the six pustules. 





MEDICAL EXTRACTS. 65 


After consulting with Dr. Yturrizaga I incised the pustules 
and applied nitric acid, giving the patient a tonic and anti- 
spasmodic mixture. On the following day the patient was 
much worse, the swelling had increased, causing dyspnoea 
and dysphagia; he was very restless. I decided to inject a 
solution of phenic acid into his veins. I took one grain of 
phenic acid and dissolved it in 200 minims of water; of 
this solution I injected 50 minims into three veins. After a 
few hours I noticed a great improvement; I gave him two 
more injections. On the following day the improvement 
continued ; gave him two more injections. On the third day 
the fever had left him and the swelling was considerably 
reduced. From this time the patient steadily recovered. In 
a few days he was quite well, there only remaining a small 
superficial abscess on his neck. 

I learn that five others who had eaten of the same flesh 
developed pustules and all died.—Dr. Tomas Sarazar, La 
Cronica Medica, Lima, Peru. 


Locomotor Ataxia and Syphilis. 


M. Fournier, in his recent volume presented to the French 
Academy of Medicine, entitled Legons sur la période praataxigue 
du tabes d'origine syphilitique, annexes an analysis of 249 cases 
of locomotor ataxia, in 231 of which he was able to elucidate 
a history of syphilis as an antecedent. It follows that in 
100 cases of ataxia syphilis was found to be an antecedent 
etiological factor in 93.—Bulletin de L’ Académie de Médecine, 
No. 53, 1884. 


The Liberating of the Ring Finger, in Musicians. 


When the middle finger and the ring finger are brought 
down by the flexor muscles, and their balls are held down 
firmly against the keys of a musical instrument, as in per- 
forming on a piano, for the purpose of producing continuous 
sounds, and at the same time it should be necessary to extend 
and then to flex the ring finger in order to produce accom- 
panying sounds, it will be found that in the still flexed 
position of the middle and little fingers, the ring finger can 
be but very slightly extended. Its complete. extension, 
without operative interference, can only be brought about by 
long continued exertion in practice, when elongation of 
certain accessory, but restricting, tendons is made by nutritive 
change. 

In the dorsal aspect of the metacarpal zone in man, dis- 
section shows that the tendon of the extensor communis 


6 
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digitorum muscle that goes to the ring finger gives off a slip 
on either side, one of which goes to join the extensor tendon 
of the middle finger and the other to join the extensor tendon 
of the little finger. These two slips are known as the lateral 
vincula or accessory tendons. Now, while the middle and 
little fingers are held in a flexed position, these accessory 
tendons, by virtue of their attached extremities, hold in 
check the extending power of the muscular fibres operating 
upon the tendon of the ring finger, and thus this finger is 
restricted in its function of extension to a very limited 
degree. 

Since 1857 I have divided these accessory tendons for the 
purpose of liberating the ring finger in fourteen persons, and 
in nine of these the operation was performed on the tendons 
of both hands at one sitting. I do not think at any one 
of these operations half a drachm of blood was lost. In not 
one of them did any accident follow the operation. The 
issue in all of them was successful.—Dr. W. S. ForseEs, in 
The Cincinnati Lancet and Clinic, Dec. 27th, 1884. 


Management of New-born Infants. 


The Medical World says: In the management of the new- 
born infant we are gradually approaching Nature’s methods. 
In the maternity department of the Philadelphia Woman’s 
Hospital the management of new-born babes has been as 
follows : 

As soon as the head is born the eyes are washed with an 
antiseptic solution. When the body is born the child is left 
in the bed to await the expulsion of the placenta. No effort 
is made to remove the placenta under half or three-quarters 
of an hour; before this time it is generally expelled by Nature. 
When the placenta is expelled it is placed in a pan, and the 
child is wrapped up and laid away with the placenta still 
attached. 

The child is now left and the attention is given to the 
mother. After the mother is cared for the child receives 
attention. By this time the pulsations in the cord have long 
since ceased. The cord is now cut and the blood “stripped” 
out of the stump, but neither end is ligated. The stump is 
not dressed, nor is any band put around the child’s body. 
The child is neither washed nor dressed, only a diaper and a 
simple “slip” or gown is put on, and then it is warmly 
wrapped up and put ina little bed to itself. After twenty-four 
hours it is taken to the babies’ bath-room (which is properly 
heated), and there it is washed and dressed. 
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Dr. Tyng, the physician in charge, tells us that since this 
plan has been adopted the babies get along much better. We 
were in the wards of this department about an hour, and 
during this time there was not a single cry from the babies. 
They all seemed contented and happy, and were doing well. 
We are convinced that washing the child immediately after 
birth, or keeping it half naked for a long time during the 
process of careful dressing, is not good practice.—The Olistetric 
Gazette, Cincinnati, Nov., 1884. 


The treatment of Chronic Ostitis of the Hip. 


1. The ‘expectant’ treatment is not, in an orthopedic 
or a surgical sense, any treatment at all. Cases that have no 
medical or surgical attendance whatever are followed, so far 
as my own observation goes, with just as good results. 

2. Traction with motion is based upon a false pathology, 
and does not, in my opinion, do what its advocates claim for 
it. The motion is certainly not as great, as a rule, as one 
would be led to expect. 

3. Fixation and rest, when properly carried out, yield 
better results, I believe, than any other plan. 

4. The key-note in the treatment of ostitis of the hip is 
not the splint employed, not the crutch, or the high shoe, 
but it is the management of the case. Some men can get 
admirable results with any kind of splint. The case must be 
closely watched, the apparatus must be kept fully up to its 
duty, the indications must be met, and one must not grow 
impatient, because time is an important factor. 

Let one be early impressed with the tediousness of the 

case, and let him also make up his mind that the case must 

be managed rather than treated with any special form of 
apparatus.—Dr. Gisney, Philadelphia Medical Times, Dec. 13th, 
1884. 


Treatment of Diabetes. 


We have received from a reader the request to give the 
latest and most approved treatment of diabetes, together with 
a diet list for this disease. We regret the limitation of the 
space and the time necessary to a full compliance with this 
request. We take this opportunity to state, however, that 
there are evidences that a very decided change is taking place 
touching the treatment of diabetic patients. It was the 
fashion, not so mé iny years ago that even young practitioners 
are unable to recall it, to limit the treatment to the exclusion 
of such articles of food from the dietary as are converted, 
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through physiological processes, into sugar. Experience has 
taught that it is not all of the treatment of diabetes to with- 
hold saccharine and amylaceous food, and even that there are 
cases in which such withholding is directly detrimental. 
Such food is necessary to the building up of the tissues, 
whose exhaustion is one of the characteristics of the disease. 
Diabetes is a term which has come to be synonymous with 
glycosuria in the nosology of the general practitioner, and, 
doubtless, if the story were fully told, it would be found that 
this confusing of the two conditions has been the cause of 
much fatality. A patient who has sugar in his urine is not 
necessarily a sufferer from diabetes. But we cannot enter 
into a discussion of this phase of the question at this time. 
Diabetes proper is essentially a disease of nervous origin, and 
this fact cannot be overlooked in the successful treatment 
of it. 

Among the drugs which have been found most beneficial 
are opium, codeia, ergot, and bromine, and cures are reported 
from their use by trustworthy authorities.. Alkalies, bicar- 
bonates, acetates, and citrates have also been recommended ; 
and it is to the presence of these that the efficacy of the mineral 
waters of certain springs is, doubtless, traceable. In the treat- 
ment, however, there are no “specifics,” and no one drug must 


be relied on to the neglect of the general constitutional con- 
ditions. 

In such cases as seem to demand the ‘diabetic diet,” so 
called, the following table by Pavy is, probably, as reliable as 
any: 


DIETARY FOR THE DIABETIC. 


May Eat—Butcher’s meat of all kinds, except liver; ham, 
bacon, or other smoked, salted, dried, or cured meats; 
poultry, game; shell-fish and fish of all kinds, fresh, salted, or 
cured; animal soups not thickened, beef-tea, and broths ; 
the almond, bran, or gluten substitute for ordinary bread ; 
eggs dressed in any way; cheese, cream-cheese, butter cream ; 
greens, spinach, turnip- tops, turnips,* F rench beans,* Brus- 
sels sprouts,* cauliflower,* brocoli,* cabbage,* asparagus,” 
seakale,* vegetable marrow,* mushrooms, water-cress, mus- 
tard and cress, cucumber, lettuce, endive, radishes, celery; 
vinegar, oil, pickles; jelly (flavoured, but not sweetened), 
savory jelly, blanc-mange made with cream, and not milk; 
custard made without sugar; nuts of any description, except 
chestnuts; olives. 

Notre.—Those marked with an asterisk (*) may only be eaten in 
moderate quantity, and should be boiled in a large quantity of water. 
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Must avoid Eating—Sugar in any form, wheaten bread and 
ordinary biscuits of all kinds; rice, arrowroot, sago, tapioca, 
macaroni, vermicelli, potatoes, carrots, parsnips, beetroot, 
peas, Spanish onions; pastry and puddings of all kinds; 
fruit of all kinds, fresh and preserved. 


May Dvrink—Tea, coffee, cocoa from nibs, dry sherry, 
claret, dry Sauterne, Burgundy, chablis, hock, brandy, and 
spirits that have not been sweetened; soda-water; Burton 
bitter ale, in moderate quantity. 


Must avoid Drinking—Milk, except sparingly; sweet ales, 
mild and old ; porter and stout ; cider, all sweet wines, spark- 
ling wines, port wine (unless sparingly), liqueurs.—The Thera- 
peutic Gazette, Dec., 1884. 


Explosive Drugs. 


Several instances are related in the Deutsche Medicinal- 
Zeitung of 29th September, 1884, of injuries resulting from the 
e xplosion of compounds ordered in physicians’ prescriptions. 
A gargle was ordered of chlorate of potassium, chloride of 
iron, and glycerine. . It was prepared, and five minutes later 
the bottle exploded in the purchaser’s pocket, wounding him 
quite severely with the fragments of glass. A mixture of 
hypophosphite of lime, chlorate of potassium, and lactate of 
iron, exploded and nearly killed the prescription clerk who 
was compounding it. Even the simple trituration of calcium 
hypophosphite is dangerous; a young pharmaceutist was 
killed by an explosion which was caused by the shaking of a 
solution of this substance. Physicians not unfrequently order 
a solution of chromic acid in glycerine. But when the acid is 
added quickly and all at once to the glycerine, a readily 
explosive substance like nitro-glycerine is formed. Chlorate 
of potassium when mixed with tannin or muriate of morphia 
often explodes. The combination of iodide and preparations 
of ammonia must be made cautiously, as iodide of nitrogen is 
formed, which explodes on the slightest touch. Indeed, one 
ought to be very careful in ordering and compounding mix- 
tures in which easily reducible substances enter—such as the 
chlorates, the hypophosphites, the nitrates, preparations of 
iodine or ammonia, chromic acid, glycerine, permanganate of 
potash, &c. If physicians would but remember the danger of 
explosions in preparing such compounds, they would less 
often put the lives of druggists and of their own patients in 
jeopardy.—Philadelphia Medical Record, 29th Nov., 1884. 
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Corn Cures. 


M. P. Vigier has examined a number of the secret 
remedies recommended as cures for corns, and thinks that 
the following formula very closely resembles them : 

R Salicylic acid, gr. xv. 
Alcoholic extr. cannabis indica, gr. vijss. 
Alcohol (go per cent.), M xvi. 
Ether, M xl. 
Elastic collodion, gr. 1xxv. 

M. To be preserved in a tightly-corked flask. 

In employing this remedy a brush or the end of a match 
stick is to be dipped into the mixture, and rubbed several 
times over the excrescence every other day for a week. After 
a few applications the corn is readily removed with the finger 
after a warm foot-bath.—La France Médicale, Nov. 22nd, 1884. 


The Physiological Action and Therapeutic Appli- 
cation of Boracic Acid. 


Boracic acid is one of the valuable agents of the anti- 
septic method, particularly from its freedom from all irritant 
properties. It may, therefore, be employed in the antiseptic 
treatment of the transparent media of the eye, cases in which 
the use of carbolic acid would be entirely inadmissible. Its 
value in certain diseases of the ear, and as an injection 
(2 parts to 60 of water) in vesicle troubles accompanied by 
decomposition of the urine, is well known. 

Although both the acid and its salt, borax, are enormously 
used in the arts and, to a considerable extent, in practical 
medicine, yet we have very little definite knowledge as to 
their physiological action. To fill up this hiatus Dr. F. E. 
Stewart re cently performed in the laboratory of the University 
of Pennsylvania, under the supervision of Dr. H.C. Wood, a 
number of experiments, whose results are worthy of being 
put on record. An experimental difficulty is the insolubility 
in water of the acid and its ordinary salt. This was in part 

obviated by the use of the quadroborate of sodium, which was 

found to be much less soluble in water than is stated in 
Gmelin’s Chemistry. Enormous doses of the drug were re- 
quired to produce death in the frog. The notable symptoms 
were simply a progressive loss of muscular power and of 
reflex activity. So long as voluntary movement remained the 
poisoned batrachian showed evidences of sensation when 
disturbed, and there was not at any time any apparent 
anzsthetic influence. 
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The respiration ceased before the heart's action, and the 
drug may therefore be considered as a respiratory poison ; 
but that it is not entirely without influence upon the frog’s 
heart was shown by the tact that in some experiments a 
saturated solution of the quadroborate applied to the exposed 
heart arrested its action in five minutes, although in other 
trials a much longer time was required. 

Our knowledge as to the action of this remedy has also 
been recently extended by M. C. Baumfeld in his inaugural 
thesis at Paris (Thése de Paris, 1884), in which he demonstrated 
its great antiseptic value and energy as a disinfectant and 
parasiticide, and as a dressing for wounds of mucous surfaces. 
Eczema and impetigo in children, and intertrigo are rapidly 
relieved by boracic acid, either in powder mixed with starch 
or as an ointment. 

As a powder mixed with starch it also serves to destroy 
the odour from the axilla or feet, though here, as in all cases 
in which boracic acid is applied to the skin, it should be 
certain that it is perfectly free from mixture with other acids, 
particularly sulphuric or hydrochloric, otherwise irritant 
instead of calming effects will be produced. 

The following formule are recommended for an ointment 
of boracic acid : 

Pure Boracic, 1 part. 
White wax, 1 part. 
Paraffine, 2 parts. 
Almond oil, 2 parts. 

Melt the wax and paraffine by heat together with the oil, 
and mix thoroughly in a warm vessel, with the boracic acid. 
(Lucas Champlonni€re.) 


R Oil of sweet almonds, 210 parts. 
Paraffine, 60 parts. 
White wax, 30 parts. 
Boracic acid, 60 parts. 
An ointment can be made in this manner which can be 
readily applied on muslin. (Lejeune.)— Therapeutic Gazette, 
January 15th, 1885. 


A New Symptom of Lead-poisoning. 


M. Du Moulin has recently presented to the Brussels 
Academy of Medicine (Rev. de Thevep.) a young man who 
five days previously was attacked with lead colic, but who 
no longer presented any apparent sign of lead poisoning, 
other than the blue line on the gums. He called attention 
to a very curious and new pathognomonic symptom which 
frequently appeared before the blue line of the gums, always 
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accompanied it, and is more characteristic and better demon- 
strated than the other. This symptom manifests itself by 
the formation in the epidermis of a frequently very abundant 
deposit of sulphate of lead. By the application of an alkaline 
sulphate he had traced black lines all over the body of the 
subject presented. The reagent by the use of which he had 
inscribed the chemical symbol of lead (Pb.) on the chest, on 
the back and on the flanks of the subject, was a solution of 
monosulphuret of sodium, in the proportion 5 per cent., in 
distilled water. The sulphydrate of ammonia produced the 
same effect. He gave his experience as follows: 

1. The skin of all persons affected with lead poisoning, so 
far as he had examined them, to the number of 14, contained 
lead in sufficient quantity to react directly upon the contact 
of a glass rod dipped in a solution of monosulphuret of 
sodium at 5 per cent. 

2. In recent cases this reaction is much stronger than 
in older cases. 

3. Washing with cold or hot water does no more than to 
remove a few epidermal scales containing lead; the limpid 
filtered liquid contains no lead in a soluble state. 

4. Prolonged washing with tartrate of ammonia removes 
from the skin this property of blackening by the sulphuret of 
sodium. The water used contains all the lead in the form of 
a sulphate rendered soluble by the tartrate. 

5. The sulphuret of ammonia and the monosulphuret of 
sodium precipitate a considerable quantity of lead, in the 
form of the sulphuret. 

6. The surface washed by the tartrate of ammonia no 
longer reacts with the sulphuret of sodium; the deposit then 
which exists upon and in the epidermis is exclusively formed 
of sulphate of lead. 

7. Those parts of the body, which from the prolonged 
washing with tartrate of ammonia no longer react with the 
sulphuret, resume this characteristic at the end of a few days. 

8. The reaction, which is not very apparent at the end of 
one or two days, increases daily. 

g. The sulphate of lead then passes to the skin and 
becomes fixed there through the agency of the cutaneous 
secretion; but we are still ignorant of how that body, so 
insoluble in its nature, is carried there and becomes so 
fixed.—American Mecical Association Fournal, Feb. 14th, 1885. 





